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MEBCJf HoSWIAt 


A CASE OF duodenal ULCER; ITS DIAGNOSIS AND 
TREATHENr 


Summaty Vf ifix.-'Rmoiy and tiJiniiutiOD oi pnsent case intetpreiation of 
tie fiadi»ES djfimiiDauon cl gastnc asd duodenal \>k«i appendKiUs, and 
w\asn ^ W.\»} duRdMa.*. wA wksca efioaccmg 

eoiscid^nflyui t{)^ j^«Cia(>ca( cAedia^iMMS indJcabona m Uie preseot case 
Dr Asdr«*s — Ciploratory utcisiM dscovery of cbronK u^cer as expected 
from lb« resufu of U>« pre-opentivemmuiation techuc <>{ ^tre;ej(uiostomj' 
b^r tLe Bdlipti layer iseUiod iteccssityforocelusioaofpylenB demon 
stntJOP af a safe and wtiple tecbiiK 

mSTORt 

Dr Mdc (October 11, 1917) The pauent, a male twenty- 
three jeafS old, sUiElc, entered the hospital complaining of stom- 
ach trouble 

PreweMS IJfnfJs — Measles at the age of lour appendectomy 
at the age of sixteen There have been no other illnesses 

Pamify Utitcry — His father and mother are living and well 
He has a brother n ho weighs about 40 pounds more than he He 
has two sisters who arc living and well and both are heavier than 
the patient 

VtncTiol il tilery — ^Absolutely negative 
Present Illness — His present trouble began about three and 
a hall years ago wuh slight eructations of food — about two 
mouthfuls Came up e\ cry morning follow mg his breakfast This 
contmued for about sit months after which time he began to be 
troubled with a burning sensation m the cpigaslcium, which came 
on fifteen minutes after eating and lasted a variable length of 
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Mercy Hospital 


A CASE OF DUODENAL ULCER; ITS DIAGNOSIS AND 
TREATMENT 

SamnMify Di M« — Hisioiy ati tsaauiauoa ot present case inteiptetition of 
the finduigs dilJerentiation of Castnc and duodenal ulcer appendicitLs and 
eerta n isfections of the bdtaiy tracts duodena] and gastnc ulcers occumog 
cotocidectly in the aaioe patient thedugnosis indications in the present case 
Pr Andrew) ^Exploratory locision disco\eiy of chronic ulcer as expected 
fietn the resnlu of the pre^penUveeeaauaation techsie of gastiojejunostonty 
by the B Urath three-layec aethod necessity for occlusion of pylorus demon 
itiatloQ of a safe and simple techiuc 

RISTORT 

Dr Mtx (October U, 1917) The patient, a male tiventy 
three years old, single, entered the hospital complaining of stoOi 
sch trouble 

Prmous 7//«Mr —Measles at the age of four appendectomy 
at the age of sixteen There have been no other illnesses 

Family History — His father and mother are Jiving and well 
He has a brother who weighs about 40 pounds more than he He 
has two sisters who are living and well and both arc heavier than 
the patient 

1 fnerwf Hijfcvy — Ab«olulcl^ negative 
Fresml Illness — His present trouble began about three and 
a half years ago with slight eructations of food — about two 
mouthfuls came up e\ ery morning follow mg his breakfast This 
contmued for about sut months after which tune he began to be 
troubled with a burning sensation in the epigastrium, which came 
on fifteen minutes after eating and lasted a variable length of 
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tune sometiffles cal} fi/teco aunutes and sornetunes ao hour 
He does not remember the earlj histotj of his sj-mptoms with 
aaj degree of dearness He does remember howei'er that the 
burning was not accompanied bj nausea or vomiting althou^ 
there tras r^uigitatwn. 

This bunung sensation lasted for about one and a half j ears 
at the end of whidi time be went to a Texas a tj where a diagno- 
Eis of gastnc ulcer was made and where be was treated for a 
tnae:. At Sr^t he was gixcn no food whatever and subsequently 
he was gn en onlj milk- He remained in the hospital undergomg 
thia treatment for a penod of about str weeks. At the end of 
that time feelmg no better and being somewhat di-coiiraged he 
returned to ha home unimproted He renamed lo his home for 
a jear without anj treatment feding nUscmble mo«t of the 
tune and being quite incapable of working reason of the 
fact that be was cot lmpro^ed when treated in the hospital in 
Texas he began to doubt \er} much the diagnosis of gasbic 
ulcer 

Bis present difficult} coosbts chiedt of a heat^ distress is 
the epigastrium «omewhat painful though more distressing th?>Ti 
actaallj painful The distress and pain do not radiate into the 
thorax The\ are made worse b) the ingestion of food and are 
not rebel ed bj anything except bicarbonate of soda and oud of 
TT^a^psia At the present tome he also complains oi nau«ea 
though be docs not lomit and of enictaUons of sour and aend 
stomach contents He feels ^ er} weak and sa> s that during the 
last two 5-eais he has lost about 20 pounds la we gbt At the 
present tune he weighs under 120 pounds 

Exomtn^hon — The mam point in the papenl s earlj history 
IS the operation of appendectomj siijearsago when he was six 
teen yezzs of age Cross-examinatjoa of the patient as to his 
Q-mptoms at that tune rather substantiates the diagnosis of 
appemhatis although he stales that when the appendix was re- 
ino\ edit was not ^exj muchdiseased \e\erthelesstheremo%-al 
of the appendix was followed b> perfect health for a penod of 
two and a half jears. Dunng this penod his stomadi ne\er 
gave ten a moment of concern 
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About three and a half years ago he began having trouble 
with hts stomach The early history of his complaints is rather 
hazy in his nund, the thing that is best remembered being the 
eructation of two mouthfuls of food each morrung after his 
breakfast He does not Tccall that at the beginning of his trouble 
he had very much pam In the course of tune however, pam 
developed and it came rather promptly after eating, from fifteen 
minutes to one and a half hours after meals Further cross 
exammation discloses the fact that at first the location of this 
pam was for the most part m the epi^stnum, second that the 
pam did not radiate into the thorax, third, that the time of its 
occurrence was within a short time after eatmg fourth that food 
made the pam in oise lalhet than better , fifth that the pain was a 
steady burmng pam, and not rhythmic, wave like or colicky in 
character 

He abo complains of gas and belching These symptoms are 
common to all abdominal diseases associated with hyperacidity, 
whether the disease be ulcer of the stomach or duodenum biliary 
tract mfcctions adhesions gastroptosis mth h>peracidity or 
appcndiatis with h>peraadity In all of these conditions the 
eflcct of the hypeiaadity upon the patient is to induce that 
patient to believe that there is gas m the stomach In order to 
get rid of the fictitious gas which is really nothmg but the sensa 
tion caused by the irritation of excessive aad the patient makes 
numerous endeavors to belch and in the course of time may 
swallow sufficient air to make it possible to get a httle back 
\\c know positively however that these belchers do not have 
great masses of gas in the stomach that m every single mstance, 
when they are given banum and buUenmlk aad a fluoroscopic 
examination is made there is found onij a small bubble of gas m 
the fundus of the stomach the so-called Magenblase I\e 
therefore may at once dismiss these two symptoms of gas and 
belching complained of by this patient as having absolutely no 
diagnostic value other than indicating the probable presence of 
excessive secretion of aad 

Another extremely important poml m this patient’s history 
is the matter of regurgitation and vomiting It is our expcnence 
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fame eottetunes on]j fifteen mmutes and sotnetoies an hour 
He does not remember the early history of his symptoms with 
any degree of clearness He does remember, howe^e^ that the 
buming was not accompanied bj nausea or \oimtujg although 
there was regurgitatioQ. 

This burning sensation lasted for about one and a half j ears 
at the end of which time he went to a Texas atj where a diagno- 
sis of gastnc ulcer was made and where he was treated for a 
time. At first he was gi\ en no food whate\ er and subsequently 
he was gi\ en only miTt.- He remained in the hospital undergoing 
this treatment for a period of about six weeks At the end of 
that tnne feeling no better and bemg somewhat discouraged be 
returned to hia home unimproved He remained in his home for 
a year without any treatment feeling miserable most of the 
tone and being quite mapaWe of workmg By reason of the 
fact that he was not unproved when treated m the ho<pital in 
Texas be began to doubt v'ety much the diagnosis of gastnc 
ulcer 

Eia present diScultv consists chiefiy of a heav'y distress in 
the epigastnum somewhat painful though more distressing than 
actn^y painfuL The distress and pain do not radiate into the 
thorax They are made wone by the ingestion of food and are 
not relieved by anything except bicarbonate of soda and oad of 
TTio^pRia At tbe present tone be also complains of nau«ea 
though he does not vomit and of eructations of sour and aend 
stomach contents HefecUvery wisii. and say s that during the 
last two years he has lost about 20 pounds in weight At the 
present tone he weighs under 120 pounds 

Examination —The mam pomt in the patient s early history 
IS the operation of appendectomy s« years ago when he was «ix 
vears of age Cross-examioatioD of the patient as to his 
^-nqitoms at that time rather substanuates the diagnosis of 
af^iendiaO- although be states that when the appendix was re- 
moved it was not very much diseased NevertbeJees tie removal 
of the appendix was followed by perfect health for a period of 
two and a half years. Duimg this period his stomach never 
gave a moment of concern 
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About three and a half years ago he began having trouble 
with his stomach The early history of his complaints is rather 
hazy m his mind the thing that is best remembered being the 
eructation of two mouthfuls of food each morning after his 
breakfast He does not recall that at the beginning of his trouble 
he had very much pam In the course of tune however pain 
developed and it came rather promptly after eatuig from fifteen 
minutes to one and a half hours after meals Further cross 
examination d sdoses the fact that at first the location of this 
pam was for the most part in the epigastrium second that the 
pam did not radiate into the thorax, third that the time of its 
occurrence was within a short time after eatmg fourth that food 
made the pam worse rather than better filth that the pam was a 
steady burning pain and not rhythmic uave-hke orcohekym 
character 

He also complains of gas and belching These symptoms are 
common to all abdominal diseases associated with hy^icraadity 
whether the disease be ulcer of the stomach or duodenum bihaiy 
tract mfcciions adhesions gastroptosis with hyperacidity or 
appendiaiis with hyperacidity In att of these conditions the 
effect of the hyperaadity upon the patient is to induce that 
patient to behese that there is gas m the stomach In order to 
get nd of the fictitious gas which is really nothing but the sensa 
tion caused by the irritation of excessive aad the patient makes 
numerous endeavors to belch and in the course of time may 
swallow suffiaent air to make it possible to get a little back 
Ue know positively however that these beldiers do not have 
great masses of gas in the stomach that in ev cry single instance 
when they are given barium and buttermilk and a fluoroscopic 
examination is made there is found only a small bubble of gas in 
the fundus of the stomach the so-called Alagenblase e 
therefore may at once d smlss these two symptoms of gas and 
belching coropUmed of by Ibis patient as having absolutely no 
diagnostic value other than indicating the probable presence of 
excessive secretion of aad 

Another extremely important pomt m this paUcuts history 
IS the matter of regurgitauon and vomiting It is our experience 
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that patients with ulcers of the duodenum not assoaated with 
complications do not >oinit Tlus patient had regurgitation of 
food and nausea although be did not actually ^omit. Thn> is 
mdicatiie of the presence of gastric rather than duodenal ulcer 
In those cases in which ulrer of the duodenum and vomiting are 
associated we find something besides the duodena] ulcer at fault 
It IS either a penduodeiutis an attempt at perforation anmflam 
mation of the pentoneum or an infected gall bladder or a com 
pitra ting ulceT that IS itspon^Ie for such regurgitation nausea 
or vomiting In the cases where gastric ulcer is the omphcating 
factor food contents alone are usually \omited If on the other 
hand the blliar> tract la at fault or there is some inflammation 
of the peritoneum then there is a tendency toward the vomiting 
of bile In the case of this patient onlj stomach contents were 
regurgitated This raises the presumpbon strongly m favor of a 
gastnc ulcer 

Assoaated with pam m the epi^tnum m his case is the loca 
bon of tenderness in the ep gastnum- This tenderness is not 
absolutely sharply locahaed as it is m the ordinary case of gastnc 
ulcer Neither is it located as far to the nght as it usually is m 
the presence of a duodenal ulcer In the case of this pabent the 
epigastnc tenderness can be accepted merely as a fact without 
our bemg able to say that it points e ther toward a gastnc or 
duodenal ulcer exclusively On the whole it is more indicabve 


coDJtipatioii raises tie prestimption of the presence of gastnc 
or doodenal ulcer as aganist the presence of a bdurp tract rafec 
tton PaBeotsmth gall stone thsease ate as arale not troubled 
mth consBpation Pattents .nth gastnc or duodeoal ulcer are 
almost m.-anablj so afSicted. 

Verv.m.porta=,tmthel»sto.} of thnpahratscaseare certo 
„ncifac^ Throughout the three and a half j-ears there hi! 
bS^omtora^tS'OtfecUou Hehasumer^fever 
hSachra or mflarrauanoos or mfecBon. of aoy of lus ,omts 
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His tongue bas not been coated He has had no so-called bibous 
spells In other words there is no evidence that this patient s 
abdominal disease is a focal infection in the sense that it is a focus 
of d stnbubon of septic material or of toxemia When a patient 
has an infected gall bladder he has a center for the distnbution of 
infective material When apalient has an ulcer of the stomach or 
of the duodenum his ulcer is not a focus for septic distribution 
In this respect the symptomatology of bihary tract infections 
on the one hand and of ulcer cases on the other band is very 
sharply contrasted Both biliary tract infections and ulcers are 
the results of infection but biliary tract infections are not merely 
foci of the reception of the infection they become also foci of 
distribution Gastric and duodenal ulcers are merely the end 
products of infection They never become foa of distribution 
Consequently an ulcer of the stomach and duodenum is not ac 
compaoied by headaches temperature various infections of the 
joints coated tongue or any signs of sepsis The absence of such 
infectious signs m this patient s case raises a strong presumption 
aga nst the diagnosis of biliary tract infection 

This presumption moreover is further strengthened by the 
absence of icterus To be sure large numbers of bihary tract infec 
tions exist without icterus buttheabsence of icterus the presence 
of constipation and the absence of signs of sepsis all point away 
from the gall bladder toward the stomach and duodenum 

Lastly there IS the matter of this individual eight During 
the last tv.o years he bas lost 20 pounds and he weighs at least 
25 or 30 pounds under what he should weigh if his weight were 
normal e can account for this loss not by infection but only 
b> starvation either voluntary or forced or by lach of assimila 
Uon In the absence of sgnsof infection such eight loss points 
rather strongly toward organic disease of the stomach and 
duodenum 

Some further considerations are important m connection with 
this case namely those considcratrons ansmg out of the union 
oI both gastnc ulcer and duodenal ulcer m the same patient We 
have been encountering niih greater frequency of late possibly 
because ol more careful surgical examination at the time of opera 
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bon and partly because of more careful anaT j-sig of the qinptoms 
cases m which both ulcers of the duodenum and stomach are 
simultaneous!) present When the ulcer of the duodenum de- 
\e!ops first (and these cases are clearcut) the S)-mptomatolog) 
consists chiefl) of pan to the nght of the epigastnum associated 
with tenderness m the duodenal area The pam comes on one 
to two hours after meals and b> rehe\ed b) the taLmg of food 
When m the presence of such an ulcer of the dmvtpnum agastnc 
ulcer develops the ^-mptomatologv of the gastnc ulcer im 
mediatel) comes to the front and completel) disguises thes)Tnp- 
tomatolog) of the duodenal ulcer Indeed the gastnc ulcer is a 
complete camouflage for the duodenal ulcer The pai^ of a 
gastnc ulcer comes on immediatel) after meals and runs over 
merges mto and becomes contmuom mth the pam of the 
duodenalulcer comingonetotwohoursaftermeals Thevomit 
mg or regurgitabon of the gastnc ulcer replaces the absence of 
vomiting m the duodenal ulcer and so disguises the latter diag 
nosbc S)inptom Conslipabon i> a prominent feature m both 
conditions and affords us no means of differentiation The 
presence of ulcer of the stomach brmgs about pam on the faimg 
of food e> en if the ulcer of the duodenum is present at the same 
The pam of ulcer of the duodenum is relieved by the 
of food If both gastnc and duodenal ulcers are simul 
taneousl) present there will be pam on taking of food and no 
relief whatever when food t> taken Thus agam the s)Tnptcana 
tology of gastnc ulcer will cover that of duodenal ulcer 


d^tel) that the duodenal ulcer was the first ulcer and that 
the gastnc ulcer developed at such and suti a tune 

On the other band if the gastnc ulcer the first to dev elop 

andtheduodenalulcerdcvelopssubsequenti) wefaaveno means 

whatever of making a double diagnosis The more positive 
sv-mptoms of the gastnc ulcer wiU absolutel) cover up and con 
ceal the underl>mg duodenal ulcer In such a case the onl) 
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possible way of discovering the presence of a duodenal ulcer is 
by X ray etamination of the duodenal cap 

This double diagnosis of gastric and duodenal ulcer must 
alwa>s be borne m mind m any given case The association of 
both gastric and duodenal ulcer is extremely common m the same 
patient. Quite a number of pure duodenal ulcers occur and quite 
a number of cases of pure gastric ulcer but there is a large number 
of patients who hav e both ulcers present By way of summary, 
when gastric ulcer is added to duodenal ulcer the diagnosis is 
easily made On the contrary when duodenal ulcer is added to 
gastric ulcer no suspicion of it will enter the exa min er’s mind 
except such suspiaon as may be aroused by the fluoroscopic ex 
ammation or the skiagrams 

Diagnosis — In a case of this sort the first procedure m the 
diagnosis after careful examination mto the history, is the 
determmalion of the aadity of the stomach contents and the 
presence or absence of blood m the gastric contents or stools 
The Ewald test meal was given this patient upon entrance 
This showed a total acidity ol 53 free hydrochloric aad of 37 
Some mucus nas found in the gastric juice gasinc m ongm, 
although the specunen was mildly soiled by a bttle mucus which 
had been swallowed The microscopic examination showed no 
red blood cells but a large number of starch granules and an 
occasional jeast cell The stomach contents showed no blood 
Examination of the meat free feces made the same day showed 
blood to be present Examination of the unne gaxe a specific 
gTa\ity of 1011 family acid reaction absence of albumm and 
sugar The urme contamed no red blood cells casts or pus 
Examination of the blood showed 4 900 000 red cells 9400 leuko- 
cjtes and SO per cent hemoglobin 

After these laboratory findings were obtained the patient was 
sent to the z ray room for further examination The fluoroscopic 
examination showed the banum and buttermilk, passing freely 
down the esophagus into the stomach In the stomach the 
barium sank to a \cr> low Ic\el almost to the left ibac fossa be- 
cauv of the great elongation and downward displacement which 
IS of the fishhook tjpe While the fluoroscopic examination was 
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bemg made the pylorus was manipulated by pressure on the 
abdomen It was found to be rather fixed Examination of the 
movements of the stomach showed an exaggerated hypermotihty 
which IS possibly due or even probably due to the hyperaadity 
After the fluoroscopic examination plates were taken immediately 
and also at mtervals of fifteen nunutes and five hours The first 
plate taken immediately after the fluoroscopic examination 
showed a very much dongated stomach with a large gas bubble at 
the top The stomach extends almost \ ertically on the left side 
of the bodj from the diaphragm to the left iliac fossa The 
pylonc area is somewhat contracted There is no distmct duo- 
denal cap though the plate clearly shows the bismuth passing 
into the duodenum. The second plate shows a very marked con 
traction m the region of the pylorus It will be noticed that a 
thin stream of bismuth is issuing from the antrum pylona and 
passing into the duodenum and that this stream is interrupted 
by a httle patch of bismuth which shows white in the plate and 
which probably mdicates the presence of an ulcer lying m the 
duodenum behind the pylorus The third plate shows arather 
marked five-hour retention During fi% e hours the banum has 
passed through the small intestine into the large and transverse 
colon but there is stfll a - - - 

stomach at the end of five 
delay m emptying of the st 

or orgamc In view of the presence of an ulcer apparently filled 
with bismuth and m voew of the lack of the duodenal cap an ulcer 
of the duodenum may weU be present 

On the other hand the history of the case is very dearly an 
ulcer of the stomach We base this latter condusion upon the 

fact first that there IS a loss of weight much greater than usually 

occurs in ordinary duodenal ul<*r second that the pam is epi 
gastnc that it appears fifteen mmutcs to a half hour after meab 
and that it is made worse by the ingestion of food Furthermore 
It is a burning heavy feeling constant and not wave like or 
rhvnhmic thus ruling out pylorospasm Assoaated with this 
cam there is also tenderness located m the epigastrium where we 
Sd expect it to be m nicer of the stomach U e also base the 
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diagnosis of ulcer of the stomach upon the presence of regurgita 
tion of food and nausea these symptoms not bemg present in ulcer 
of the duodenum unless the ul^ of the duodenum is ako as 
soaated sunultaneously with ul^ of the stomach On the 
other hand we are not prepared to say that the paPent has no 
ulcer of the duodenum Our reason for this statement is that the 
X ray plate with its absence of duodenal cap and apparent local 
ization of a patch of bismuth in the duodenum speaks strongly for 
duodenal ulcer 

As I said before if an ulcer of the duodenum develops when an 
ulcer of the stomach is already present there is no means of dead 
mg just when this duodena! ulcer actually first developed If, 
however a man has a duodenal ulcer and then develops a gastric 
ulcer It 15 quite easy to say when the gastric ulcer fiist appeared 
In this case we will have to mate a diagnosis of ulcer of the 
stomach with suspiaon directed toward the duodenum by reason 
of the * ray plates alone and not by reason of any symptomatol 
ogy We also are of the opinion that the plate showmg a reten 
tion of barium at the end of five hours indicates a blockade only 
partially to be sure at the pylorus 

^Vbat shall be done m such a case in the way of treatment? 
This patient has been treated for a long period m a way which 
ought to have cured an ordinary \ leer He however has been 
in nowise improved On the contrary he is continually losing 
weight even up to the present time and the pam is as bad 
as ever Will gastrojejunostomy help him? \es provided the 
gastric ulcer hes close to the pylorus on either the gastnc or duo- 
denal side We have no reason for behevmg that his ulcer is m 
the fundus or on the greater curvature or anywhere than very 
close to the pylorus and well within the antrum pylona If we 
bclie\cd that the ulcer was located on the greater curvature or 
on the lesser curvature or in the fundus wc certainly would not 
advise operation It is because we believe the ulcer hes quite 
close to the pylorus that wc think an operation should be done 
What will the operation accomplish? It will give the ulcer 
a chance to heal while food is passing the new way from the 
stomach into the jejunum An u!«r located at or near the py 
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lorus either on the gastnc or duodenal side, is constantly irritated 
by the excessiv e aad m the stomach and is kept in a continuous 
state of actiinty If it can be spared this continuous irritation it 
has a marked tendency to heal Medical and dietetic treatment 
m patient has been of httle avail m Texas and at his home 
e hai e not advised that it be earned out here On the con 
trary, we ha\ e referred him to the surgical department for opera 
tion. 

Dr. E Wyllys Andrews (operatmg) I have studied the 
plates shown by Dr ilir, and I agree with his conclusions and 
add one other I am sure I see the ulcer hole packed with bis- 
muth m two of the skiagrams It is m the upper duodenum 

^ e behev e these cases are surgical only after they hav e had a 
thorough working out medicallj As we raise the stomach you 
notice the pylonc ring and theanatonuc distnbution of thepylonc 
vesseb There is a pomt 4 an. below that nng at which there is 
a bard, sonhous acatnx (Fig 1, 1) It is 1 x 1 J an m sue and 
not at the pj lonis so that the symptoms of obstruction must hav e 


nonnal m p<»itioa and consistency The gall bladder is some- 
what large and soft and on pressure slowly empUes itself 
There are no gall-stones to be felt m the gall bladder or bile- 
ducts The hv er edge t. shaip and m nonnal position. 

This case belongs to that ^pe of ulcer of the first portion of 
the duodenum which is often hopeless without surgery l see 
dozens of cases which have not been benefited by medical treat 
ment or onl) temporarily cured- e advise this operation for 
the purpose of short-arcuiting the contents of the stomach mto 
the leionum I will raise the colon and lift it forward m order to 
reach the lejunum prtperly below I can reach the jejunum 


« 1 -n^fhrte-stiuhinrtbwJ L Contacted pyloros and scar of duodena] 
Wdlofstoinachto^tLronghnadyfordarnp 

?^J£^clamped. Note jejunal fossa «>d “no loop 3 Rotl. damps 
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lorus either on the gastnc or duodenal Side is constantly imtated 
by the excessive aad m the stomach and is kept in a continuous 
state ol acbvity If it can be spared this continuous imtation it 
has a marked tendency to heal Medical and dietetic treatment 
m this patient has been of little avail m Texas and at his home 
We hav e not advised that it be earned out here On the con 
traiy, we have referred him to the surgical department for opera 
tion 

Dr. E WYiLts Andrews (operatmg) I have studied the 
plates shown by Dr Mix, and I agree with his conclusions and 
add one other I am sure I see the ulcer hole packed with bis- 
muth m two of the skiagrams It is m the upper duodenum 

■U e beheve these cases are surgical only after they have had a 
thorough working out medically As we raise the stomach jvu 
notice the pylonc nng and the anatomic distribution of the p) lone 
vesseb There is a point 4 cm below that nng at which there is 
a hard, sonbous acatnx (Fig 1,1) It is 1 x IJ cm in size and 


flowed over it Further exploraUon reveals that the pancreas is 
normal m position and consistency The gall bladder is some- 
what large and soft and on pressure slowly empties itself 
There are no gall stones to be felt m the gall bladder or bile- 
ducts The li\ er edge is sharp and in normal position 


reaci the jejunum properly bdow I can reach the jejunum 


pyloras and scar of duodenal 
awn through ready tor cUtnp 
no loop 3 Both damns 
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guided by the sense of touch, running my finger along until I feel 
tbe ligament of Treitz I draw this loop of jejunum up with my 
finger We iviU make a short locji here, sometimes called a “no- 
loop,” that IS, we draw the jejunum out until there are no bowel 
loops mtenenmg between the duodenojejunal junction and the 
point which we select for anastomosis It is very important in 
this anastomosis to reach a part of the posterior wall of the stom- 
ach near the pyloric end In order to do this, I open through the 
transverse mesocolon by blunt dissection We just tear it until 
the stomach wall appears Now we try to get that part of the 
stomach wall which is near the pylorus (Fig 1, 2) I do not 
quite like the first place at which I penetrate the mesocolon be- 
cause of these adhesions We will go farther toward the smaller 
end of the stomach Now you see we are close to the pylorus — 
just how near we determine when we rotate the colon downward 
and look above it 

This operation will consist of an anastomosis made with three 
separate rows of sutures First row We put in a continuous 
Lembert stitch jommg the stomach and bowel behind (Fig 1, 3) 
Second row With a sharp knife we mase tbe serosa and muscu 
laris for a distance of about 2| inches on the stomach parallel 
to and about 1 cm from the row of Lembeit sutures, and then 
dupbeate this incision on the jejunal side We then make a 
couple of flaps on each side by pulling the edges of the mnsion 
through the peritoneum and muscularis gently apart (Fig 2, 4), 
so that we may make a sort of edge-lo-cdge union of the contigu 
ous gastric and jejunal flaps — our second row of sutures These 
are mterrupted silk sutures The placmg of interrupted sutures 
IS somewhat more time consummg than is tbe case wnth a running 
suture, but the result is \eiy satisfactory (Fig 2, 5) I have 
never had one of these leak This is practically a return to the 
onginal Billroth three layer stitch It is the only method I have 


2 Md 5 Fonnalion of Uk seromuscuUr Gaps »nd placing the second 
row of iutut« LtM Head «i by owg last sWeb u guy nspe Note Leinbtrl 
suture wrapped in giure inrf Uid asule unbt needed to complete liie fits! row of 
suture*. 6 ud 7 Stitch three Mnoosa opened and united by running stitch 
behind and in front. 
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ever used in which 1 have had BO leak It takes Tnuch longer than 
other methods but it is more satisfactory in the end Third row 
Here IS the mucous membrane which we now lay open We have 
already appioiomaled the serosa This is the mucosa stitch 
We put m three sUtches and then take a back stitch to prevent 
puckermg If there is no puckermg of the suture Ime there will 
be no contraction of the new stoma This stitch will have to go 
all around the bowel Now I have a complete circle of the mu 
cosa (Fig 2 6 and 7) We start with our interrupted stitch 
agam that is we complete the second row of sutures uiutmg the 
two remaining flaps of peritoneum and muscularis (Fig 3 8) 

I think there is some value in havong part of the cut surface left 
at this point as is done bv these mterrupted sutures rather than 
an mverted peritoneum as is the case when a continuous stitdi is 
used Now I take off the mtestmal damps This needle was 
on one end of our first serous stitch that is the Lembert which 
constituted out first row of sutures We continue it over the 
anterior aspect of our anastomosis as a modiflcaUon of the 
Lembert We lock this at each third stitch so that it will not 
pucker It is a seroscrous right angle stitch (Fig 3 9) 

Here is our stomach Here is the hole in the mesocolon We 
n ant to fasten the raargm of that opening m the mesocolon to the 
stomach This is done carefully so that there cannot be any 
possibility of a hernia Here is the finished anastomosis (Fig 3, 
10 ) 

We do not think we have finished these operations unless we 
occlude the pylorus There ate several wajs in which that may 
be done I shall be content with simple hgation I do not ex 
pcct that will ever want to be opened but it can be Brewer 
ofNewYork inserts alummum rings The method which I show 
)-ou happens to be a \ er> conscrvatiw; and safe one (Fig 4 1-4) 
Another v cry good method of producing ocdusion is to div ide the 
serosa and muscularis stretdi them apart and sew up the mucosa 

Fv: 3— S Strom and muscular cut edges unitfd by interrupted st tebes m 
iront of stoma (completion of second row of IQ SOt of aasitotosua so 

cu^ to opening ilirough mrsocoloa (Note dose pronauty to ligameot of Tit U 
and absence of jejunal loop) 
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afterward reumtmg the outer walls Last summer we cut down 
on a pylorus and removed it because it was the size of a hen s egg 
hard and tumor hke and we thofught the patient had carcinoma 
Much to our surprise the microscopic report was not carcinoma 
but chrome ulcer We beheve in certain cases m removmg the 
pyloric ring and pieces of the slnmadi — what Rodman called the 
removal of the ulcer bearing area— in simple ulcer At any rate 
we msist that every case of duodenal ulcer or ulcer even of the 
stomach or pylorus must have an oeduston operation 

Here is what we were up agamst m some of these cases before 
we practised pyloric exclusion In the first place a certain 
amount of the sudden rehef we get from gastro-enterostomy is due 
partly to the regurgitation of bile and pancreatic fluid as proved 
by Patterson At any rate drainage causes marked and sudden 
relief and great improvement The result of that improvement 
IS that the duodenum or even the stomach nail is reheved of im 
tation and slowly durmg the first few months or year the ulcer 
heals The ulcer heals and the stoma functionates for a while 
but e\entually the pylorus opens up agam and then cunously 
enough the stoma decreases much m size or may even dose en 
tirely Why the false opemng will dose is \ery hard to say 
It docs howe\er in many cases although those are the cases m 
which there is not already an organic obstruction With the re- 
establishment of the pre-operative anatomic conditions however 
the ulcer area is subjected to renewed irritation whidi not infre- 
quently leads to the return of symptoms When the pylorus is 
occluded howe\er the artificial stoma does not close and the 
ulcer a rea is permanently protected from the old irritation 

Fig 4— Det^ of pylonc occhi»on I Crashing inth P<an heavy jawed 
forceps 2 Ligation of crashed hyew 3 Invasion by row of $l tches 4 la 
ven on lutute complete 
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afterward reuniting the outer uraiUs Last summer we cut down 
on a pylorus and removed it because it was the size of a hen s egg 
hard and tumor like and we thought the patient had carcmoma 
Much to our suipnse the microscopic r^rt was not carcmoma 
but chrome ulcer We believe m certam cases in removing the 
pyloric nng and pieces of the stomach— what Rodman called the 
removal of the ulcer beating area— in simple ulcer At any rate 
we insist that every case of duodenal ulcer or ulcer even of the 
stomach or pylorus must have an occlusion operation 

Here is what we were up agamst in some of these cases before 
we practised pyloric exclusion In the first place a certain 
amount of the sudden relief we get (tom gastro-enterostomy is due 
partly to the regurgitation of bile and panoeatic fluid as proved 
by Patterson At any rate drainage causes marked and sudden 
rehef and great unprovement The result of that improvement 
IS that the duodenum or even the stomach wall is reheved of irri 
tation and slowly during the first few months or year the ulcer 
heals The ulcer heals and the stoma functionates for a while 
but eventually the pylorus opens up agam and then curiously 
enough the stoma decreases much in size or may even dose en 
tircly ^Vby the false opening will dose is very hard to say 
It docs however m many cases although those are the cases m 
which there is not already an organic obstruction With the re- 
establishment of the pre-operative anatomic conditions however 
the ulcer area is subjected to renewed irritation which not mfre- 
qucntly leads to the return of symptoms ^Vhen the pylorus is 
occluded however the artificial stoma does not dose and the 
ulcer area is permanently protected from the old irritation 

Rg 4— Details of pylonc oeduson I Cmshing with Plan heavy jawed 
forceps 2 Ligal on of enubed byen 3 Inversion by row of st tches 4 In 
venion svlw complete 


vot. 
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Auguspana Hospital 


BASAL^LED EPITHELIOMA OF NECK. EXOSION 
WITH CAUTERY 

Summary Pat cnt aged seventy years present ng ukerating tumor of the skin la 
the region of the masto d process and the angle of the jaiv removal by cautery 
the cautery mm mizes local recurrence after operation by preventing implanta 
tion of tumor cells dangers of removal of sections before operation for diagnos- 
tc purposes necessity of clean thorou^ d ssect ons 

History — ^The patient a mamed woman of seventy years 
was admitted to the hospital September 24 1917 because of a 
growth under the \c{t cat 

Her family past and menstrual histones are negative She 
was married at seventeen and has had 10 children 5 of whom are 
Lvuig 

Tor the past sa months there has been a lump growing under 
the left car It appeared as a pimple on the skin and gradually 
increased m size There has been no pain connected with it and 
for the past two months it has been discharging a small amount of 
scrum 

Physical Examination — The patient is a well developed and 
moderately obese elderly woman with a good color and no evi 
dcncc of cachexia All the teeth are missing On the neck 
midway betw ecn the angle of the low er jaw and the mastoid proc 
css IS a rather hard solid mass the size of a hen s egg which is 
somewhat spindle sliapcd and whose two poles are in the axis of 
the sternocleidomastoid muscle The o\crl>ing skm is attached 
to U There is but slight attachment of the tumor to the deeper 
structures Just above the middle of the tumor there is an ulcera 
tion 1 5 cm m diameter extending through the skin and discharg 
ing a thin jellowish fluid There arc no other lymph glands 
palpable an>w\hcrc else m the neighborhood 




BASAL-CELLED EPITHEUOIIA OF NECK 



I IV, ^ — I n of r^ilhclvKirv o( \ht jv<vV. cSMlcrv \bo'C (Fis 1), 
/ ncs >f mci n an I a] 1 vaiame of tumor IJclow (I ig f) the tumor with the 
ucuicrUtnc tU-c^v (iscva *ivl l)tnpluitK» being ittnosevl from lieloo upfvard Note 
Inn li wti n of ifie veins 

M'lUti till. cit\ m Iowa from ttbich thi pitant Ind come and 
in «omc w «he U imcd that 1 was at the hotel and called upon 
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The lungs and breast are n^bve The heart rate is 84 per 
minute There is a strong systohc and a soft diastolic blow heard 
best at the apez and transmitted to the base and the great vessels 
of the neck. There is a dtip of ^'stole of the \ entnde every five 
to ten beats The heart is somewhat enlarged to the left. The 
abdomen is negative 

Comments and Operation. — ^D e. Ochsnek (September 25 
1916) This patient has been anesthetized with ether and as I 
am to remove this growth with the cautery we wiU cover the 
face with a wet doth 


You observe a swelling here 5 cm m diameter ertendmg from 
the lobe of the ear downward In order to prevent local im 
plantation and transmission of this carcinoma I am performing 
this operation entirely with the electnc cautery I believe that I 
will he able to remove this entire growth and that our patient will 
be free from the possibility of recurrence You see I am making 
my iDOSion (Fig o 1) fully 2 cm away from the edge of the 
growth I am right up against the facial v em here I^ow I am 
going to disinfect my ^nd» and dissect down with the kmfe be- 
cause there cannot poshly be an infection of the skin below this 


pomt (Fig 5 1) I make my inasioB right through the skm 
with the cautcrj and make this inosion with the knife 

Itmaj seem useless to go to all this trouble but I see a gentle 
man every month or two who had a recurrent carcinoma m ex 
actl> this same position which had been remov ed with the knife 
twice before be came imder my care twelve years ago Then I 
made this operation and the man is perfectly well I have an 
other case from whom I obtained a report just a few days ago on 
whom I performed this same operation for melanotic sarcoma 
thathad been remov ed twice Once it had been remov ed by the 
greatest surgeon m the country m his parUcular field Then it 
fecuned and was operated Ity one of the professors here in 
Chicago and then came back. Professor Senn was the previous 
sureeon Then while be was on his vacaUon the patient 
cune back and it did not seem as though it would be wise to 
wait UDtD Professor’s Senn s return from Europe so I undertook 
the removal That was in 1892 In I9W twelve years later I 
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separate microscopic sectioaof the duct of the sah\ ary gland so as 
to make sure that there was no infection 

When you elevate the beadi as we have here m this patient, 
the anesthetic remains achve for a considerable time, so we can 
finish the use of the cautery aitirdy before it will be necessary 
to give her any further anesthetic 

A number of surgeons ha\e suggested the use of boiling water 
m these wounds for the purpose of sterilization against the malig- 
nant cells which might still be present Of course having re- 
moved it carefully by means of the cautery this is not so impor- 
tant 

We will now close the wound nith horsehair after applymg 
this small stnp of iodoform gauze m the lower comer to allow 
scrum to escape during the first twenty lour hours 

On account of her age (seventy years) she will be given a head 
rest at once and tomorrow wiD be allowed to &it up m a chair 
It IS necessary that aged persons be not made to he fiat after anes 
thesia because of the great habihly to pneumonia or pulmonary 
edema 

Note.— M icroscopic sections of the tumor removed proved 
the tumor to be a basal celled epithelioma The patient received 
the X ray treatments as outtmed and left the hospital on the 
fourteenth day after operation 
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me She T\as perfectlj well That was tweht jears after the 
last operation That is a case that \nthout this operation w ould 
undoubted]} have been lost ami therefore I behei e it is perfectly 
proper for us to perform the same operation on this patient 
Here } ou see I ha\ e e\TX)sed the deep jug;uhr \ ein from the 
mastoid process to the clavicle I am remo\mg all the fat and 
all the l}-mph nodes so as to Iea\e the jugular \ein entirelj 
stnpped of fat and fasaa I am vei} careful not to tear the httle 
branches of the jugular \em out of their insertions in the \em 
\ ou see we are getting this mass of fat and h-mph oLnds free 
from the jugular \ cm "Now jou see how perfecth w e ha\ e laid 
bare the entire field (Fig a '^) 

For one week before the operation tnia patient has receiicd 
mtensi\ e a: ra) treatments We hiU giie her siv more inlcn«i%e 
* ra% treatments beginning the first todaj The glands attached 

to the deep jugular \em just below the parotid gland are now 
reino\ed h»ow if not read\ to make such m extremeh extensii e 
operation in a case of this kind one must ne\ er touch these cases 
because one is apt to stir up the cancer cells and make them grow 
faster and thus do the patient a great <leal of harm k ou can 
see the jugular xem monng filling and emptjing with each res- 
piration \ou «ee the facial xein here We almost alwajs find 
a gland at that point just between the facial i ein and the jugular 
\em We must alwaj-s look for this gland Here I am right 
up agamst the cncoid cartilage so that I ha\e remoied ever> 
particle of su'piaous tissue 

We ne>er reraose portions of an\ growth prenous to opera 


to the opening up of the «pace during the removal ol the piece 
for preluninar} miCTO'Copic examination 

I am gom” to remo^ e the cubmanllar} sah\ ao gland because 
of Its proxinTit) to the edge of our tumor We will make a 



REPAIR OF POSTOPERATIVE VENTRAL HERNIA 

Summary Cause? of postoperative IienuA indications for operation obesity a 
senous compbcation — its tnanagement methods of repair— technic in present 
case after treatment 

History —The patient is a married woman aged forty two, 
who entered the hospital October 16 1917 Her mother is 
hvmg but has two heriuae and spinal trouble Her father died of 
Bright’s disease at the age of sixty five She has 5 brothers and 
5 sisters livmg and well Two aunts died of cancer There is no 
tuberculosis m her family 

The patient states that she has had a large swelling m the 
grom for about five jears This came on within a few months 
after an operation for appendiatis She complains of a general 
soreness t^oughout her abdomen when she is on her feet or does 
heavy work The swelling disappears when she lies down She 
has had a dull aching pam in the left side of the chest off and on 
for four jears which has been somewhat worse during the last 
two weeks She has urmated three and four times a mgbt since 
the appendu operauon She had one miscarriage thirteen years 
ago 

Matstnial — Began at twelve regular twenty eight-day type, 
pamful on first day Last penod October 1 1917 

Appetite IS good sleeps well has been moderately constipated 
during the last three months 

Past Ilislory — Had scarlet fever diphtheria and measles 
when a child no other illnesses except chronic appendiatis 
Had a tonsillectomy fourteen years ago, a turbinectomy five 
w ccks ago 

Physical Examination — The patient is a well-developed, 
sotneivhat obese adult with a ruddy color Selene are clear 
Pupils arc equal and respond to light and accommodation Nose 
and ears arc negative Tongue is dean Tonsils have been 
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as he desires if there is a tendency to strangulation of the pro 
trudmg mtra abdominal structures if the covering of the hernia 
IS so thm that there is danger of rupture if the coenstmg ad 
hesions threaten to cause disturbances of the digestn e apparatus, 
if there has been a tendency to strangulation of the intestmes 
because of these adhesions of if the aj^endix has been left in 
place at the tune of the pnmaiy operation it is well to relieve the 
condition by means of an operation 

In many of these patients the presence of extreme obesity 
seems to be a contramdication to operation but by careful and 
persistent d etmg it is practically always possible to reduce the 
amount of fat present m the abdominal nail to a marked extent 
m a relatively short time The impoilant feature in preopcrative 
dieting seems to be m the selection of a varied diet so that the 
patient receives a suffiaent number of calories each day to mam 
tain a healthy condition but the food supplying these calones 
should be of a character not to produce more fat so that the 
patient may consume her onm (at while she is augmenting her 
physical strength 

\\ e base a carefully worked out diet consisting of three break 
fasts three luncheons and three suppers Of each group the 
patient may choose each day one for her breakfast one for her 
luncheon and one for her supper Aside from this she is per 
mitted to add an orange or half a grape fruit to any meal if she 
chooses In this way we have teduod the weight of patients 
before operatmg from 20 to 100 pounds without mterfermg with 
their strength 

Unfortunately many of these patients are not able to walk 
because of the herma Those that arc able to walk will of course 
reduce the amount of fat m the abdominal wall more rapidly 
Hot baths and massage are also appbed and the amount of 
water consumed is carefully limited A httle lemon juice is 
added to the water which the patient drinks betw een meals 

Reducing the amount of fat in the abdominal wall not only 
facilitates the operation greatly but it also places the tissues m 
the abdominal wall in a much better condition for obtaining solid 
union 
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rano\ etL Teeth m fair state of repair although several molars 
are nussmg hieck is tiegati\e 

Chest — Heart and hmgs are native 
Abdomen — ^There is a broad puckered scar at the site of the 
JIcBumey inasion A bulging mass the size of a grape fruit 
protrudes from the right lower quadrant when the patient stands 
or sits but disappears when she lies down although the ngbt 
lower quadrant remains more prominent than the rest of the 
abdomen Defects in abdominal wall can be felt below and on 
each side of the scar Moderate tenderness is present all over 
right lower quadrant no ngiditj 

1 agina — Penneum intact cemx small uterus of moderate 
gyp good position An iDde6nite mass apparently the size of a 
large orange is felt in the right flue fossa and thisTs continuous 
with the uterus 

Beeium —Three small tctemal heBiorrbeids are present 
This patient basaventralbemia la cm in diameter resultmg 
from an operation for the rebef of suppurative peritonitis fol 
lowing acute appendiatis with perforation The operation 
which was performed five >ears ago required free drainage 
through the abdominal wall Such faemiae are of veiy common 
occurrence in eases m which the condition found at the time 
of the operation necessiUtes free abdominal drainage Occa 
sionallj It is possible to mule the abdominal wall after the sup- 
puration has subsided bj means of sdLwonn-gut sutures but 
ordmanlj the deep suppuration persists so long that secondary 
closure of the abdominal wound does not succeed m preventmg 
the formation of a v entral henna 

Followin'^ operations for aseptic intra abdominal conditions 
m which the abdominal wall can be dosed without the use of 
dramage hernic almost never occur at the present time because 
the different lajeis of the abdominal wall are carefuUj approx 
unated so that the abdominal wall is at least as strong at the 
pomt at which the operation was performed as it is at an> other 

for Optmtioii.— In earn ui which the hernia gn es 
to distress or disables the paneiit Ironi perlorming such Ubor 
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only tissues holding the intestines in place in this case are the 
skin a thin layer of fasaa and the pentoneum so that the entire 
thickness is less than 1 mm We are careful to begm this incision 
as far up as possible m order not to nsL injuring any loop of intes 
tme which might have become adheretU The mdex finger of 
the left hand is then introduced through this openmg the ad 
herent omentum is pushed to one side and the abdommal wall is 
then opened the entire length of the hernial sac The intestmes 
and the omentum show a tendency to protrude through this open 
mg so we wiU elevate the foot of the table so as to place it at an 
angle of 45 degrees This will permit the intra abdonunal con 
tents to slide up underneath the diaphragm which will faahtate 
the succeeding steps of the operation greatly 

At each end of this wound is found a pouch of peritoneum 
which served as a hernial sac Each of these sacs is 7 cm in 
diameter One sac is located between the transversahs fascia 
and the right rectus abdommis muscle and the other betw cen the 
transversalis fascia and the internal oblique abdommis muscle, 
pushing the conjoined tendon outward The bladder protrudes 
mto the latter sac which undoubtedly accounts for the bladder 
symptoms mentioned m the history Each of these sacs is filled 
With omentum which is tightly packed mto its cavity and the 
end of one of the pieces of omentum is adherent to the nm of each 
of these sacs (Fjg 6 13) The pentoneum contaimng these 
sacs IS dissected out by grasping its edge by strong forceps and 
pushmg against the outer wall with a piece of sterile gauze 
This having been accomplished we have an inner and an 
outer layer of abdonunal wall which is fined on its lower surface 
with peritoneum and transversalis fasaa and on its outer surface 
w ith aponeurosis of the external oblique abdommis muscle The 
inner border of the wall is now exposed by placmg sharp pomted 
retractors about 10 cm from its margin and pulling these out 
ward so as to make it pos^le to suture the edge of the outer 
margin underneath the mner margm about lO cm from this edge 
This IS accomplished as shown m the illustration by means of 
interrupted chromicued catgut sutures placed just dose enough 
to each other to thoroughly close the suture fine to prei ent any 
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Preparation for Operahon. — ^These cases differ m no way from 
the usual operation for patients upon whom an abdominal sec 
tion IS to be made but special care must be taken not to gi\ e the 
patient an> nourishment for one or two daj-s previous to the 
operation, which might have a tendency to produce quantibes 
of gas 'Moreov cr, the alimentao canal should be thoroughly 
emptied bj means of castor oil and soap-suds enemas On the 
day previous to the operation nothing but broth and an abun 
dance of water arc given bj mouth. 

lands of Operations — ^Whenever it is possible to expose all 
of the la> CIS of the abdominal wall so that each la> er can be dis 
tmguished on both sides of tbe mosion we choose this as the first 
step of the operation This can be done most easfiy when the 
ventral hernia appears in the median line, or when dunng the 
primary operation the rectus muscle has been «pbt longitudmallj 
Having cepoeed all of tbese-la}ers sOkwonn-gut sutures are 
pjxtvd down through all of the Ia>ers to the pentoneum but not 
through it These sutures are placed about 2 cm apart and are 
left untied for the present Then tbe pentoneum and transv er 
«»iii« ate sutured separately by means of fine catgut sutures 

The muscular la) er is nest sutured u the same manner and then 
the aponeurosis is sutured with chromioxed catgut I^sU) the 
eV,n IS sutured with horsehair, and then the silkwonn-gut sutures 
are tied over all to serve tbe function of safet) sutures For a 
time we omitted these deep silkworm-gut sutures and it hap- 


of this acadent. but we have letunied to the former plan of plac- 
ing the silkworm-gut safety sutures that has just been desaibed 


suture eadilajTT mils proper place ConsequenU) wewilJem 

oloy a method which we hav e found most useful m similar cases 
^ Technic.— e fint erase the scar tissue in the skin The 
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omentum or intestme from slippmg through between these 
sutures (Fig 7, 4) It is important to suture the ends of this 
margm with especial care in order not to leave a weak pomt m 
this part of the suture line The free margin of the inner flap 
IS now carried over the anterior surface of the outer flap, as shown 
in the lUustration and is held in this position by a senes of care 
fuUy applied interrupted chromioied catgut sutures (Fig 7, 5) 
The greatest care is agam taken to adjust the ends of the margm 
$0 as to make this part of the reconstructed abdominal wall es- 
peaally strong This leaves the space formerly occupied by the 
hernia covered with two layers of carefully adjusted abdominal 
wall (Fig 7, 6) and makes a recurrence practically impossible 
The skin wound is now sutured with horsehair and an ordinary 
dressing is applied 

After treatment —At the conclusion of the operation a stom- 
ach tube is introduced, and the stomach is carefully washed out 
with water at a temperature of 105* F If this step is neglected 
the mucus which the patient bos swaUowed durmg the operation 
may decompose and give rise to gaseous distention 

The patient is given sips of hot water immediately after the 
operation and is permitted to chew paraflin for the purpose of 
stimulating the salivary glands She is given normal salt solution 
by Murphj s proctoclysis contmuously for two hours, with inter- 
ruptions of two hours In case of pam, morphm is given hypo 
dermically 

On the third day the patient receives broth by mouth, on the 
fifth day gruel, then buttermilk Milk is not given until the 
beginnmg of the second w eek and then only in combmation with 
milk of magnesia or lime-water m order to prevent its clottmg in 
the stomach Solid food is not given until the end of the second 
week m order to keep the intra abdominal pressure at a inmimum 

The patient is encouraged to mo\e about m bed from the 
beginning and is permitted to sit up at the end of the tenth day 

Hg 6.— rost&peraU\-e ventral hen»i» I Lioe of uicisioii througii old itioyoa 
2 Tte petitoneum Of^eed allowing the omentum filling the henual cavities 3 
Urge hernial sacs that had forced Uieir way between the transveisalis and rectus 
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A cleansing enema is given e\ cry morning after the second day, 
and from the tenth day on 1 otmee of mineral oil is given every 
morning 

We are espeaally pleased with this method because of its 
being etceedingly simple and easily carried out, and because it 
leases the weakened area of the abdominal wall splendidly re- 
inforced 

Note — In this case multiple fibroids of the uterus were also 
found one of which was lodged m the nght broad ligament. 
This condition w as successfull> treated bj intense e x rays 
A dmic on the use of x rajs and raduim m utenne fibroids wall 
be gi\en m a later number of the Surgical Clinics 


Fis 7 — 1 The sacs ha\e been freed and reduadant tissue excised The 
pentoneum on ihe aiedian side of ihe eroond is being retrscteil while the outer por 
tien IS sutured with interrupted stitches. S TheirabneationbeiDgcoinpleted thus 
giMBg a double U)et of dense fascia and muscle 6 The subcutaneous fatty struc 
Vares appronmated to obUtenie spaces faaotaWe to the coUeciion ol seruffl. 

'01. »— 3 





REPAIR Of POSTOPERATIVE \ENTRAL HERNIA 33 


A cleansing enema is giv en e\erj monung after the second day, 
and from the tenth da> on 1 ounce of mmeral oil is given every 
morning 

W e are especially pleased with this method because of its 
bemg ecceedingly simple and ea^y earned out, and because it 
leases the weakened area of the abdommal wall splendid)} re- 
inforced 

IsOTE — In this case multiple fibroids of the uterus were also 
found one of which was lodged in the nght broad bgament. 
This condition was successful!} treated b} mtensii'e ar raj's 
A clinic on the use of x raj-s and radium m uterine fibroids will 
be gi\ en m a later number of the Surgical Cuvics 


Fig 7 —4 The sacs have beeo fre«l and redundant tissue «ased The 
penteeeumoa the me<iiao s de of the aouad i$ being retracted rrhila the enter per 
tioB ts sutured with interrupted stitches S The uebnenuos being cOBpIeted thus 
gi'angadoubletsi'crofdensebsciaudBuscfe 6 The subcutaneous fatty struc 
turn ipproamated to ebUtetate <pac«s favorable to the coDecuen of serum. 

TOL»— 3 




SARCOMA OF THIGH WITH HETASTASES IN VASA 
DEEERENTIA. TECHNIC OF VASECTOMY 

Summary Recurrence of fibrosarconu in oJd scar two yeais after pninary removal 
with the CO nc dent appearance of palpable nodules pain and tenderness m 
va a deferent a vasectomy — the small mas on o er spine of pubis soctologic 
value of vasectomy 

The patieat a mamed man of thirty four years was ad 
nutted to the hospital for the first tune March 24 1914 
His family and past histones were negative 
At that time he complained of a large mass on the left leg 
which had been present for three years The mass had grad 
ually increased m sue until at the tune of examination it was 
about the sue of a child s head There was no pain except when 
lying upon ^e mass It had adways been more or less hard 
There was no discoloration of the slun o\ erlymg the mass and the 
skm could be moved about freely over it It caused no incon 
venience other than pain on long continued pressure 

The examination of the patient was negative except for de* 
feclive vision in both eyes and a tumor of the lower third of 
the outer surface of the left femur The circumference of the 
leg at the largest portion was 265 fmdies The tumor mass was 
hard did not fluctuate and was apparently connected with the 
bone (Fig 8 1) 

The patient was operated upon March 25 1914 A lateral 
tnasion rvas made extending from the outer condyle of the femur 
to the spina lUaca antenor supenor The skin was carefully 
dissected off the tumor and then the tumor and a portion of the 
muscle on the outer surface of the leg were removed tn tolo The 
inasion uas dosed with horsehair without drainage 

Microscopic eiammalion of the tumor showed it to be a 
spmdle-ccU fibrosarcoma 

The patient returns to the hospital now because the tumor 
which was rcmo\cd in March 1914 is recurring in the same 
position There is no pain nor ulceration 
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For the past two j cars he has been having pain m the testicles 
tvhich has recently been getting worse The pam comes on when 
he sits down If he stands up it goes away There is no pam 
or burning on urination and no sudden stoppage of the stream 
Sometimes the testides swell up at the same time he has the 
pam There is no hernia and he denies venereal mfection 
Examination shows that his eyes have multiple comeal opac 
lUes He IS havmg an mdectomy done on both for visual put 
poses The tonsils arc submerged tongue is coated teeth m 
fair condition and breath is foul The chest heart and lungs 
ate negative There is a nodule the sue of a walnut just above 
and to the outer side of the knee It is situated immediately 
below the site of the previous inosion and is movable The scar 
vs long and broad 

Rectal examination u negative The vasa deferentia are 
distmetl) palpable contam nun> hard nodules are quite tender 
and appear to be the site of constant annoymg pam 

He was operated on November IS 1916 The tumor mass 
was excised from the lateral surface of the knee It was the size 
of a small plum sharply demarcated hard and fibrous There 
n ere a few small nodules of a similar substance m the surrounding 
tissues These nodules averaged 0 5 cm m diameter and were 
sharply defined They also were removed 

On December 8 1916 a cysloscopic exammation was made 
A catheter was passed with ease Tenderness was dialed on 
passing through the prostatic urethra The bladder presented 
a marked grajnsh corrugated appearance mdicative of a low 
grade mflammatory condition Hie ureteral openmgs were not 
seen due to the raggcvl appearance of the bladder wall No 
hypcicTftia stones or masses were present 

Operation— D r. OaiS'.'ER (December 18 1916) The region 
of the sarcoma has been treated with x ray smee the operation 
and he has no signs of a iccunencc The growth itself did not 
seem very malignant It was a spuidle-cell fibrosarcoma which 
dvi stRsn to show a great tendency to malignancy and it Is 
quite possible that the patient will be permanently well The 
thing he complains greatly of now is pam m his vasa dcfercntia 



s— 1 Arr*»i»o« ^ VMdefer 

tigatjd «t «acli end pirpaiatoiy to lU ftmovil Nole small Inasion o 





SABCOUA OF THIGH WITH METASTASES 39 

not be distressed m any W’ay by it, and I believe this is a very 
proper operation to perform 

Many years ago I t hink about eighteen or nineteen, I sug 
gested that the operation of section and permanent occlusion of 
the vas be used m the treatment of habitual cnmmals, epileptics, 
and imbeciles and smce that tune a number of states have passed 
laws for the purpose of carrymg out this operation m such cases 
The argument m favor of this particular operation is that the 
individual is not exposed to any pam neither is there any danger 
to his life, while the community is protected by the limitation 
of the procreative powers of habitual cnmmals, epileptics, and 
imbeciles 
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This pain has persisted for some time and it has seemed that his 
request for the removal of the vasa deferentia was reasonable 
because it is likely that he mil get rehef from the pain I have 
not made out a definite cause for the pain although as > ou see 
here the vas is enlarged and has nodules on it It is quite likely 
that when we come to examine the vas microscopically we will 
find it is filled with tumor masses The patient s mentality is 
such that there will be no soaologic loss in the destruction of the 
vasa deferentia If these masses m the vas are sarcomatous it is 
that there are wide-spread metastases elsewhere particu 
larly m the lungs and that therefore the operation which I am 
about to perform will be pallutive m the very narrowest sense 
However if it will relieve this patient from pam and possibly 
prevxnt the birth of more degenerates into the world jt will be 
worth while 

The operation conasts in a little vertical inctsioa 3 cm in 
length mtb its upper end opposite the external abdominal nng 
The mci.ion extends through the skin and superficial fasaa and 
fat down to the tissues of the cord You see the vessels of the 
epenaatic cord By grasping these vessels between >our finger 


theu functional capaatj Then the vas is exposed freed from 
the suiroundmg tissues the enUre distance down to the testicle 


c,^,nal vesicles Here agam it u caught mth forceps ligated 
and cut and the distal end is permitted to sbp into the 
wound The superficial fasaa is brought together by means 
of a few fine catgut futures and the skin is sutured over (Fig 

* ^Jvow I hope this will relieve the paUent from his pam. There 
win be no harm to the paUnit at all bj this procedure He will 
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MENINGEAL CYSTS 

Summary Demonstration of patient with huge meningocele of traumatic ongin, 
\aneties of meningeal cysts— then characteristics symptoms treatment- 
transplantation of fat and fascia probably most efficient 

Meningeal cysts may be considered under two general heads 
(1) Those that are found at autopsy, which during hfe have pro- 
duced no symptoms These arc of obscure ongin, probably the 
result of birth trauma or of some early infection of a mild type 
The occasional presence of blood pigment m the cyst wall or in 
the fluid content of the cyst indiates a traumatic ongin (2) 
Those cysts which are known to follow definite trauma These 
deielop later in life The relation of the cyst to trauma vanes 
m indmdual cases In some, symptoms pomting to the pres- 
ence of a cyst may be deferred for months or years after the mjury 
has been sustained This latter group are knoT^m as traumatic 
menwseal c)sts They are also known by other names — c g , 
hygroma of dura mater (Virchow), meningitis sursa arcumsenpta 
cystica 

When traumatic cysts follow dose upon a trauma the mode 
of origin IS easy to determine There generally are found withm 
the cyst ca> ity evidences of a recent hemorrhage As a result of 
the effusion of blood the membranes have become separated 
(pial cysts) ^^^len the caMty has gradually been freed of the 
effused blood by a process of absorption of its cellular elements 
there remains a fluid whidi is identical with blood serum, con- 
taining as before said either a few blood cells or blood pigment 
In older cysts or those in which a considerable quiescent 
uilcr%‘al has elapsed between the injury and the formation of the 
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KENINGEAL CYSTS 

Sumnury Demonstration of patient with huge meningocele of traumatic origin 
%aneU« of BitMTigeaf cysts — tita diaractenstics symptoms treatment — 
transplantation of fat and fascia probably most efficient. 

llENiNGEAi. cysts may be considered tinder two general heads 
(1) Those that are found at autopsy, whch during bfe have pro- 
duced no sjTnptoms These are of obscure ongm, probably the 
result of birth trauma or of some early infection of a mild type 
The occasional presence of blood pigment in the c>*st wall or m 
the fluid content of the cyst indicates a traumatic ongm (2) 
Those cysts which are known to foUow definite trauma These 
deselop later m hie The relation of the cyst to trauma vanes 
in individual cases In some sjToptoms pointing to the pres 
ence of a cyst may be deferred for months or years after the injury 
has been sustained This latter group arc known as Iraumalic 
memngeal cysls They are also known by other names — e g , 
hygroma of dura mater (Virchow), meningitis sursa arcumsenpta 
cystica 

W’hen traumatic cysts follow close upon a trauma the mode 
of origin IS easy to determine There generally are found wi thin 
the cyst ca\ ity evidences of a recent hemorrhage As a result of 
the effusion of blood the membranes have become separated 
(pial cj-sts) BTicn the easily has gradually been freed of the 
effused blood bj a process of absorption of its cellular elements 
there remains a fluid wbidi is idenbcal with blood-serum, con 
taming as before said either a few blood cells or blood pigment 
In older cysts or those in nbidi a considerable quiescent 
interval has elapsed between the injury and the formation of the 
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Past History —Usual childhood discaas Verj severe head 
aches 

1 cncTcal History — Denied 

Family History —Father and mother dead Knows nothing 
of family They are m Russia Wife alive and well ^o chil 
dren 

llahiti —Has smoked agarettes hea\ dj Alcoholic hquors 
frccl> Bowels regular Urination normal Appetite good 
Sleeps well 

Physical Examination —-General — Patient is a w ell nourished 
andwellbuiltwhite man ol iort>-six years His color is good 
and he has the general appearance of good health 



1 R 9 — raiicnt IkIqic aiwntion \o« Imss tunvoT ro wcjpwjl re^von as dc 
«cr 1 etl n ten 

Head and Ncci —Coming off of the upper occipital region 
of the head is a tumor the size of an ordinary toy balloon half 
inllaUd It Is cowred with a thin covering of short hair and 
shows the star of a former incision The tumor mass is soft 
fluctuates as if the conlints were mostly liquid The mass la 
ihiul U) inches m arcumfcrcnce at the junction with the 
surfaci of the htnd It is pimful to pressure and is painful to 
tol I s<,nNjii(ins (1 ij; 9) He sees nothing strong light is not 
tvm pcTtcnid The jnipiU arc slightly irregular and unequal 
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cyst, the mode of ongm la more difficult to explam The presence 
of a low-grade inflammatory process dosing off a limited portion 
of the subdural or epidural space is probably an important factor 
Into these closed 'paces resulting from an inflammatory adhesion 
of the membranes an exudate takes place probably from the 
perivascular lymph-spaces which remam open 

In old cysts, where this inflammatory process has been active 
for a long time the cyst wall becomes greatly thickened The 
rigidity which results unfavorably influences the prognosis after 
c^ration 

Tie case I now present probably belongs to the group of trau 
matic cysts The history is incomplete because of the inabflity 
of the patient to tell in logical sequence the events which lead up 
to what we now find 

The surgeon who operated upon him five years ago makes the 
statement, m a recent letter to me that nothmg was found at 
the tune of the operation. Puncture of the lateral v entncle was 
performed Ko satisfactory explanation of why tbw was done 
was gn en nor was any laformation gained by thi* procedure 
The history of this case is as follows 
History — Ctmphtnt —Hema ccrebn over ocopital region 
Blmdness Deafiiess m left car 

EisUrry of Onset —About five years ago patient states he 
was troubled with severe headaches which were always constant. 
The headache was located over both temporal areas The 
pabent then went to a doctor who advised a decompression 
operabon This was done and shortly after the operabon a 
small swelling began to form at the pomt of decompressioa. 
This swelling gradually increased in size Swelhng started six 
months after the operabon About a month after the swelhng 
started his eyes began to trouble him and gradually he nobced 
that he was gettmg blmd. Left ^e was boubled fijst Pabent 


te has a marked pulsabon m mass and ieels as if it is going to 
break 
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Past /7zi/ory —Usual childhood diseases Very severe head 
aches 

1 cnereal Iltslory — Denied 

Family History —Father and mother dead knows nothmg 
of familj They ate in. Russia Wife ahve and well ISo chil 
drcn 

Habits — His smoked cigarettes heavily Alcoholic liquors 
freely Bowela regular Urination normal Appetite good 
‘bleeps well 

Physical Examination —General — Patient is a well nourished 
and wdl built white man of forty six years His color is good 
and he his the general appearance of good hevllh 



1 « > I It ent before opcTatiim Note hu'T tumor n occip U1 reg on as de 
enbe I n teti 

Head and \ccf. — Corning off of the upper occipital region 
of ihi. ht ul IS a tumor the size of an ordinary toy balloon half 
intlakd It is lostrtd with a thin covering of short hair and 
•'hows the «car of a former mosion The tumor moss is soft 
fluctuates as if the contents were mostly liquid The mass is 
lb ut 16 inihcs in circumference at the junction with the 
surfaci of tht head It is painful to pressure and la painful to 
t >1 1 sinsalums (I ig 91 lie ««es nothing strong light i> not 
iMn i>crcci\cil The pupils are slightly irregular and unequal 
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cj-st, the mode of ongin is meat difficult to eiplam The presence 
of a low-grade mflammator^ process dosing off a limited portion 
of the subdural or epidural «pace i» probably an important factor 
Into these dosed 'paces resultiQg from an inffammatory adhesion 
of the membranes an exudate tahes place probably from the 
pem'ascular Ijanph-spaccs which remam open 

In old cj-sts where this inflammatory process has been acti^’e 
for a long time the cyst wall becomes greatly thidiened. The 
ngidity whidi results_unfa\orably influences the prognosis after 
operabon 

The I now present probably belongs to the group of trau 
matic cystSs The history 12. incomplete because of the inability 
of the patient to tell in Ic^cal sequence the e\ eats whidi lead up 
to what we now find 

The surgeon who operated upon him fi% e years ago maies the 
statement in a recent letter to me that nothing was found at 
the time of the operation Puncture of the lateral s entnde was 
performed No satisfactory explanation of why this was done 
seas gi% en nor was any lafonnation gamed by this procedure 
The history of this ca«e is as follows 
History — Ccmphint — Henua cerebn o\cr ocapital region 
Blindness. Deafness m left ear 

EiSiory cf Owe/— About five years ago patient states he 
wws troubled with se>'ere headadies which were always constant. 
The headache was located over both temporal areas The 
patient then went to a doctor who adiased a decompression 
operation This was done and shortly after the operation a 
swelling b^an to form at the pomt of decompression 
This swelling gradually increased in size Swelling started six 
months after the operation About a month after the swelling 
started his eyes began to trouble him and gradually he nobced 
that he was getbng blind Left eye was troubled first. Pabent 
also states that his left ear began to throb and also nobced that 
he began to hear less with left ear Today he is deaf m this ear 
If pabent coughs or sneezes he must hold the hernia. If not 
he has a maited puLabon xn mass and feels as if it la gomg to 
break 
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Past History — Usual childhood diseases Verj severe head 
aches 

I encreal IIislor\ — Denied 

Family History —rather and mother dead Kjiows nothing 
o£ lamily They are in Russia Wife aU\ e and tt ell Ko chil 
dren 

Habits — Has smoked cigarettes heavilj Alcoholic liquors 
free!) Bowels regular Unnatioa normal Appetite good 
Sleeps well 

Physical Examination — General — Patient is a w ell nourished 
and well built white man of forty sue years IIis color is gooel 
and he has the general appearance of good health 



I ig > —Pat ent before operation Note huge tumor m occipiin' region as de 
»cnb«l in text 

Head and — Coming off of the upper occipital region 

of iht. hiad IS a tumor the size of an ordinary toy balloon half 
intlatcd It is co\crcd with a ihm co\cnng of short hair and 
'hows the scar of i former masion The tumor mass is soft 
lluctuatcs IS if the contents were mosth liquid The mass is 
ibout l() inches in circumference at the junction with the 
'urfjci of the head It i-. painful to pressure and is painful to 
lold «in«ations (I ig 01 He sees nothing strong light is not 
tv in jicrtcuctl The pupiL are slightly irregular and unequal 
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cyst themodeofongmismoredifficulttoexpUm Thepresence 
of a low-grade inflammatory pro(xs$ closing off a limited portion 
of the subdural or epidural space is probably an important factor 
Into these closed 'paces resulting from an inflammatory adhesion 
of the membranes an exudate tabes place probably from the 
penvascular Ij-mph-Tiaces which remain open 

In old cysts where this inflammatoiy process has beer 
for a long time the qrst wall becomes greatly thickcnc 
ngidity whidi results unfa\orably influences the progn 


^leration. 

The case I now present probably belongs to the ^ 
mabc cysts. The history is incomplete because of the 
of the patient to tell m logical sequence the events which 
to what we now find. ^ 

The surgeon who operated upon him fi\ e > ears ago mah 
statement la a recent letter to me that nothing was fou 
the tune of the opeiatiom Ihiocture of the lateral \eDtnd 
performed Iso satisfactory explanation of why this was 
was gi%en nor was any mfonnation gamed by this proced 
The history of this case is as follows 


History — Complatnt — Hernia cerebn over ocapital rc 
Blindness Deafness m left ear | 

HtsUrry of Onset —About fi\e years ago patient state 
was troubled with se% ere headaches which were always const 
The headache was located over both temporal areas i 
patient then went to a doctor who advised a decompresl 
operation This was done and shortly after the operation, 
small swelling began to form at the point of decompressia 
This swellmg gradually mcreased in size Swelling started a 
months after the operation About a month after the swellm] 


he Bag a marted pulsation in mass and feels as if it is going to 
break 
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Past History —Usual childhood diseases Ver> severe head 
aches 

I aicreal History — Denied 

Family History — Father and mother dead Ivno^s nothuig 
of familj Thej are m Russia Wife alue and well No chil 
drew 

Uabils — Has smoked cigarettes heasdj Alcoholic liquors 
frcclj Bowels regular Urmation normal Appetite good 
Sletp*; well 

Physical IlxacunaUcm — Goirral —Patient is a wcM nounshed 
ind well built white man of forty SK years His color is good 
and he has the general appearance of good health 



I R 1 I alicnl 1 fore niiominn Note hu^ tumor in occipilal region as Je 
be I m text 

Held itid \cck — Coming off of the upper occipital region 
of the hiad Is a tumor the size of an ordinary toy balloon half 
mtliiit! It Is coNcred with a thin coicrmg of short hair and 
'hows ihi scar of i former inasion The tumor mass is soft 
1luctult^.'^ as if the contents were mosth hquid The mass is 
ibout If) inches m circumference at the junction with the 
-urfacs of the hcail It v, painful to pressure and is painful to 
I lid 'in'Jtums (! ig lit nothing strong light is not 
I'ln |>criii\til The pupils arc slightly irregular and unequal 
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The^ react sluggish]} to Lght Long exposure to Lght causes a 
constriction He t> totall} deaf in the left car Hearing is good 
m the right There is a marked lateral n}‘Stagraus m both ei es 
the quick component being directed to the right There is no 
cemcal or ocapital adenopalhj The throat is negatii e Teeth 
are loo«e and are bad!} infected The breath is foul 

C/iesI — ^The heart tones are pure boundaries are normal 
\o rales or areas of coiisohdation detected m the lungs Lung 
excursion is normal 

Abdomen — There are no points of tenderness m the abdomen 
No scar- of operations No hemu; are present No timipam 

Genitalia — ^Negati\e 

Exlrcmilies — The arms are normal Legs are the site of nu 
merous old «cars o\er the lateral sides of the tibi» ^ear^ are of 
paper thinness and are deeph pigmented No tender areas 
o\er the libis 

L\nipJiali<s—\o adenopathx in cpitrochlcar axillan m 
guinal or cemcal regions 

■\ erviis — Reflexes are all pre«cnl and normal except pupil 
larx as mentioned Babin ki «ign is ab ent 

Examination of E\e qrounds —Repoti secondan optic atro- 
phx (Pfobabix secondan to an optic neuritis) Both e}es 
^lsIon Has no perception of light in either c\e (Condensed 
hght) 

Examination made bi J R Smith M D No\cmbcrl3 1917 
Serologic Retorts 

'Ipmal fluid NoNember IJ 1917 (prcoperalii e) Cells per 
emm 2 

Globulin tests 

Ro<iS Jones positive 
Pandv positive 

\\assermann Blood negative spinal (liiitl negative 

Pjaf-feju— Hernia cerebn Altnmgoccle 

This patient has been prepared for operation and vve will 
proceed immediatelv to explore and if po«stbIc to correct the 
flanng defonmtv with which he is aflheted 
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Operation —The entire head was painted with full strength 
loclin and then washed with alrohol An incision was made 
through the skin over the large tumor and the bleeding controlled 
b> forceps The dura was then opened and a clear fluid allowed 
to flow out in small amounts at short intcr\a\s After the fluid 
was all out the incision in the dura was made larger and the 
flaps turned oi er the head A large opcmng in the right occipito 
parietal region of the skull was found This was 2 inches wide 
and about 6 inches deep (Fig 10) This Q-st cavity occupied a 



rein — rhotoeraph ol o«t cavity exposed at opcrai on 


posiiion between the tcmporosphcnoidal lobe and the parietal 
boni. 1 he inner (median) wall was formed b> the pia co\ ering 
tile temporo phcnoidal lobe The outer wall was formed b> the 
irachnoid and dura 1 he linmg of the cjst presented a glisten 
ing w hitc mi)thcr-of pearl appearance The fluid content w as 
clnr limpid fluid The quantity obtainctl was 27 ounces— 
ibout one third of the contents of the ejst was Ion After re 
iiu\mR l)\ cxcisim the c\tTacrmial portion of the c>st wall 
tlic ihm lining membrane was removed from the greater part of 
the inlraerantal c>st cavilj This cavitj was then filled b> a 
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transplant of fat to which was attached a piece of fasaa laU 
the sue of the dural defect (2J x 3 inches) The fasaal traas 
plant was united bj interrupted sutures to the edges of the 
<lura surrounding the opening into the cj’st The redundant 
parts of the scalp were excised The scalp wound was closed 
b} catgut and «ilkwonn gut sutures 

l/fjjjwgru/ e\sls mav be either epidural or subdural (pial 
a-sts) Those that arc congantal or deielop carh m life and 
that ha\e produced no s\niptotns ire mosth piil c\sts 

The c\-st ca\ it\ \*aries in size and shape Thc\ are rareh 
«phcrical mosth flattened or oxoid The bram underneath the 
cv-st wall is compressed or flattened In cxlrodural c\sls the 
dura la depres ed and i» coxered with a xcUowi h or gra\ pseudo- 
membrane which forms the a'st wall In tntradnrul c\sts the 
dun forma the external wall of the nst The lining membrane 
xaries grcatlx m appearance id different cases In the one ju't 
exhibited It k> gbstemng white eiceedmgh delirite and re'-cffi 
bles do ell the attenuated shmingxxhjte membrane found linuK' 
certain epithelial cists In other cases it has been described as 

(1) Thick and ocatncial 

(2) Milk) white 

(3) It ma) contaui small o-sts w bich gi\ e a sago-Iike appear 
ance to the interior of the o^st m it\ 

(4) It max contain bone dcpo^iis 

Mtcroscoptc craminalien of the c\-«t wall u'Uallj chows it 
to be made up of parallel and concentric nbers of conncctixe 
tissue with hcmatoulin cnctal embedded within There is 
usuall) some granuUuon tissue and i few fat areas The xa 
cularitx depend upon its age The older ones arc poor m blood 
xes-cls Lxmphatic suppK m ihi pnl or subdural exsts is 
limited to the pcnxa«culir connccti\e ticsue In the cases 
de'Cnbed in which neuroglia has been found a-, an important 
element a neoplastic ongm max be assumed Rentath the 
c^st wall the brain is compressed mdurated and sclerotic m 
some cases 

In one ca-C autopsx some time after opcrati n showe<l ihrom 
bosis of the s\l\:an xeins with sofienin" oi ihe fr ntipirietal 
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lobe In long standing cases the brain does not expand alter 
drainage of the cyst The final t»ults in the treatment depend 
largely on the local changes in the brain found at the tune of the 
operation Inability of the biam to resume its normal contour 
by expansion increases the chances of the cyst cavity refillmg 
The character of the fluid vanes greatly It may be serous, 
limpid or cloudj Cases are described m which it was milky 
m character, others hemorrhagic or containmg blood pigment 
m varymg quantities giNing it a brownish or yellow appearance 
In one case it resembled olive oil Bone splinters have been 
found m those occurring in compound fractures of the skull 
Symptoms — ^In traumatic meningeal cysts the symptoms 
are those of brain tumor As m the case now before you head 
ache followed by loss of \ ision were the only symptoms presented 
Symptoms of cortical irritation may develop early or late In 
one case treated in this clinic two years ago Jacksoman epilepsy 
began four years after a compound depressed fracture of the 
parietal bone the result of a kick by a horse 

In general two groups may he described in deahng with 
the symptomatology of menmgeal cysts 

(1) Severe nervous symptoms may appear immediately or 
soon after the acadent convulsions paralyses prolonged coma 
delirium and focal symptoms dependmg upon the site of injury 
In the cases recorded these symptoms have developed as early 
as the first week or have been delayed for sw months 

(2) In the second group the symptoms foUownng the aca 
dent may be insignificant or absent These may be only those 
that could be attributed to sbght concussions — e g vertigo 
headache vomituig etc Later months or years afterward 
serious symptoms may 6rst become manifest Headache choked 
disk vomiting with focal symptoms mcludmg Jacksoman 
epilepsy may develop 

The early development of focal symptoms leads to early 
operation andmthisway giv cs a more fa\ orable prognosis than 
when the syanploms are delayed 

In recorded cases we find that the duration of the quiescent 
period has been as long as eight years 
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Surgical Treatment — The procedure that is to be emplojed 
dqiends largely upon the cJutracier of the (yst wall and the 
location of the cyst, particularly its relation to large blood ves- 
sek In epidural <ysts removal of the overlying bone, exctjon 
of the dural membrane fonnmg the inner wall of the cavity 
with a fasaal transplant to fill the defect left in the dura, is the 
ideal procedure The cranial defect may or may not be closed. 
In the majority of cases, when no active inflammatory proces 
IS found, there is no probabili^ of a hernia cerebn foUowinf 
Unsightly depressions due to larger defects in the skull maj be 
dosed by bone tran^Iant or by any of the other well-establishrd 
methods of dosing these defects As a general rule the skuH 
defects should be dosed some tune after the primary opentioa 
for removal of the cyst wall and doaire of the dural defect. 

In subdural cj sts the success of the operation depends largely 
upon excision of a considerable part of the cyst wall and of filling 
the cavity with some substance that wilJ dose the cavity ton 
porarily, allowing the bram to gradually regain its normal om 
tour, thus permanently obbterating the cavity 

The most satisfactory method appears to be that employed 
m this case, viz , to fill the cavity with a transplant of fat with 
sufliaent fas<aa attached to dose the defect in the dura This 
fat, which IS obtained from the thigh, is gradually absorbed, 
the bram expands as this absorption progresses and the care 
IS permanent. 

Of the other methods whidi have been employed I may 
mention (1) Puncture which is almost always foUowed by re- 
fillmg ’ of the cyst, (2) puncture and drainage which if the cyst 
IS recent, may effect a cure Li older cysts an essential feature 
of the operation, if a core is to be expected is excision of the 
cyst walL 
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A CASE OF CHOLEDOCHOPLASTY AND THE DEMON- 
STRATION OF AN OVERLOOKED COMMON DUCT 
STONE 

Summary A patjeni who was operated upon for stricture of the common duct 
about sue months previously now ictunts to the cUnic because of tie recurrence 
of symptoms of obstruction 

Operit on— necessity for wide exposure reconstruction of duct— utilization 
of omentum and a rubber lube cessation of the secretion of b le into b le-ducU 
as result of increased intrahepauc pressure 

An overlooked common duct stone recovered at the postmortem cTamination 
which had caused two mistakes in dugnosis two operations and tie death of 
the patient 

November 14, 1917 

I DESIRE to devote our clinic this tnorsmg to a discussion of 
one of the rarer problems and one of the most difficult problems 
that presents itself in connection with gall stone disease, namely, 
the reconstruction of the common duct Although this chapter 
in the surgery of the bile tracts is one that has been but recently 
wnllen, enough careful work has been devoted to a suffiaent 
number of cases, operated upon by various methods, to enable us 
to speak with some authority about the surgical technic that has 
been demonstrated to be of the most value 

The patient* upon whom we shall operate this morning is a 
woman of about forty who was operat^ upon a year ago by a 
\ cry competent surgeon for gaU stone disease At the time of the 
operation gall stones were found in the gall bladder, but none 
m cither the c^-sUc or common ducts She had had a rather 
tjTUcal history of repeated attacks of gall stone colic never 

‘Tha<»«< was printed w theSraiawiCuNtcscstCsKAOataJ'iat WU 
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Sargical Treatoent. — Tlie procedure that s to be employed 
depends largely upon the dwracUr of the wall aii tL 
location of the Q’*t, parbculaiij its relation to large blood res- 
sds. In ^idural Q^ts removal of the cverlyiag bone eianoa 
of the dural membrane furmuig the inner wall of cavi^ 
with a fasaal transplant to fill the defect left m the dura is the 
ideal procedure. The cranial defect may or may not be 
In the majority of cases when no actn e mflammatoiy process 
i» found there is no probability of a hernia cerebn follawiag 
Unsightlj depressions due to larger defects in the ^VtiTl may be 
dcsed b> bone tran^lant or bj ai^ of the other weH-estahlshed 
methods of dosing thes e defects As a general rule the duiH 
defects should be dosed some time after the pnmarj cperatios 
for remos-al of the cyst wall and dosare of the dural defect. 

In subdural Q-sts the success of the cperation depend* largely 
upon exasKm of a considerable part of the wall and of filing 
the ea^nty with some substance that will dose the canty tesj- 
porarily , aDowmg the brain to graduaDy regain its nonnal con- 
tour thus permanentl) obliterating tbe anty 

Tie jno*t satisfartorj method appears to be that emploved 
m this case saz. to fill the avity with a transplant of fat with 
suffiaait fasaa attached to dose the defect in the dura. Tiis 
fat, which is obtained from tbe thigh, i* graduallj absorbed, 
the bram erpands as thi* absorption progresses and the cure 
xs permanent 

Of the other methods whidj have been employed I may 
mention (I) Puncture which is almost always followed by re- 
fiUmg of the (2) puncture end drainage which if the Q-st 
IS recent may effect a cure In older cysts an essential feature 
of the operation, if a cure is to be expected is prriginn of the 
cy't waD. 
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A. CASE OF CHOLEDOCHOPLASTY AND THE DEMON- 
STRATION OF AN OVERLOOKED COMMON DUCT 
STONE 

Summary A p&\ enl ytim was wpetattd tipon for «nctuie o{ tie cotasnoti duct 
about SIX inontlis previously no* retoras t® lie ctimc because of the recufwnce 
of symptoms of obstruction 

Operat on— necessity for wide exposure reconstruction of duet— utiluation 
of omeotum and a rubber tube cessat on of the secretion of bile mto bile-duets 
as result of uKteased intrairpatsc ptessute 

Ao oserlooked common duct stone recovered at tie postmortem etsnujiation 
which had caused two mistakes in diasno^^ operations and the death of 
tbe patient 

Noi ember 14, 1917 

1 nESDtE to devote our dmic this momiog to a discussion oi 
one of the rArer problems and one of the most difficult problems 
that presents itself m connection with gall stone disease, namely, 
the reconstrtiction of the common duct Although this chapter 
m the surgery of the bde tracts is one that has been but recently 
written enough careful work has been devoted to a sufficient 
number of cases operated upon by various methods to enable us 
to speak with some authority about the surgical technic that has 
been demonstrated to be of tbe roost value 

The patient* upon whom wc shall operate this morning is a 
woman of about forty who was operated upon a year ago by a 
\ ery competent surgeon for gall stone disease At the tune of the 
epcration gall stones were lound in the gall bladder, but none 
m either the cystic or common ducts She bad had a rather 
t>Tucal history of repeated attacks of gall-stone colic never 
-'ni.xa*ex^,prrAratcdmtbeSwcicu.Cij>icsorCinCAOoiiiJuae Wu 
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associated with jaundice or with any symptoms that pointed 
to any obstruction of the common duct At the tune of operation, 
because of the extensive disease of the gall bladder it was thought 
best to do a cholecystectomy This was done mth some diffi 
culty on account of the adhesions and at the close of the operation 
when the surgeon was bgatmg the tystic artery a se\ ere hemor 
rhage occurred which was difficult to control Finally this was 
rontroUed by crushing m a pair of forceps a considerable piece 
of tissue which contained the vessel and this considerable piece 
of tissue was hgated en masse 

In about forty-eight hours the patient developed sj-mptoms 
of common duct obstruction as shown dearl> by the develop- 
ment of jaundice The surgeon felt that he had probablj in 
jured the common or hepatic duct with the ligature or with the 
clamp and after the development of the jaundice he «ent the 
patient to the operating room opened the laparotomy wound 
and sought for the Ugature which had been i^ u controUing 
the hemorrhage divided this and removed it in the hope that 
the removal of this ligature would remove the obstruction to the 
common duct At that tune it seemed that the part of the com 
mon duct grasped by the hgaturc had lest its blood-supply and 
would probably slough Wthin a few daj-s bile poured out of 
the external wound and the woman went on to a fairly good 
operative recovery 

The biliary fistula pers sled for months and finally another 
operation was proposed— the restoring of the continuity of the 
common dua At this operation a T shaped tube was used 
the ends of the divided duct were found and the cross piece of 
the tube introduced into the hepatic duct above and down into 


a tube through the common duct uito the duodenum but was 
not able to do this as the lube would not pass through the con 



A CASE OF CHOLEDOCHOPLASTY 


51 


stricted papilla I think this may be an important point for 
consideration After the removal of the T shaped tube the 
jaundice returned intermittentlj and finally became persistent, 
and she was referred to me for treatment 

The facts in the case seem to be so clear that we are under 
taking the operation with more knowledge than one frequently 
has in these reconstruction cases I have thought over the case 
a good deal and shall attempt to reconstruct the common duct 
by introducing a tube into the hepatic duct carrjing it into the 
duodenum after dividing the structures which hinder its en 
trance and attempt to form a new canal nith an omental or 
fascial plastic 

The patient has been anesthetized with drop ether and we 
shall proceed to the operation 1 make as >ou see a very large 
S incision a little internal to the two scars of the former opera 
tions(Fig 11 1) It IS \cr> desirable to make a wide exposure m 
operations of this kind As I open the peritoneal cavity I find 
that the omentum is adherent to the liver stomach and duode 
num I shall proceed ver> carefully to separate these adhesions 
Here I find an adherent piece of omentum that I cannot separate 
I damp and divide it and ligate both ends Here is another 
mass of omentum that must be handled in the same way 1 
shall be very patient and take m> time to separate these ad 
hcsions and expose the structures completely and if possible, 
without injury to any of the viscera \ou see it has taken at 
least twenty minutes to accomplisli this Now I have freely 
exposed the duodenum stomach and liver and I introduce my 
finger into the foramen of Winslow I feel between my thumb 
and linger the right free fold of the gastrohepatic omentum, 
which I know should contain the common duct The gall 
bhddcr has been removed in the previous operation With a 
pair of dissecting forceps without teeth I am now freeing this 
right free fold of the gastrohepatic omentum from the bttle fat 
which covers it and I expose a tube w hich I think is the common 
duct tFvg \\ To TfiaJwt sore 1 ^11 mtroduce a hypodermic 
nctxllc into It and 1 draw out a little mucus but no bile I am 
now dividing this lube which is the common duct parallel w^th 
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a^oated with jaundice or with any sjmptoms that pointed 
to any obstrucUon of the common ducL At the tune of operaUon, 
because of the extensive disease of the gall bladder it was thought 
best to do a cholecystectomy This was done with some diffi 
cultyon account of the adhesions and at the close of the operation, 
when the surgeon was hgatiog the cystic artery, a se^ ere hemor 
rhage occurred, which was dilEailt to control Finally this was 
controlled by crushing, m a pair of forceps a considerable piece 
of tissue which contained the vessel, and this considerable piece 
of tissue Tras ligated en masse 

In about forty-eight hours the patient developed sjTijptoms 
of common duct obstruction, as shown clearly by the de\elcip- 
ment of jaundice The surgeon felt that he had probablj in 
jured the ommon or hepatic duct with the ligature or with the 
clamp, and after the doelopment of the jaundice be sent the 
patient to the operating room opened the bparotomy wound 
and sought for the ligature which had been used in controllml 
the hemorrhage, divided this and r«no\ed jt m the bojie that 
the removal of this ligature would ^elno^ e the obstruction to the 
common duct At that tune it seemed that the part of the coo 
mon duct grasped by the hgature had lost its blood-supply and 
would probably slough Within a few dajs bDe poured out o( 
the external wound and the woman went on to a fauly good 
operative recovery 


The biliary fatiila perasted lor rnonths and finally anothtr 
operation was proposed— the rcstormg of tie continuity of the 
common duct At this operation a T shaped tube iras used, 
the en* of the dmded duct rvere found and the cross-piece of 
the tube mtroduced into the hepatre duct abore and dorm mto 
the common duct below and the shank of the T tube rras brought 
out eitemally, so that the bde could tun into the dressings The 
jaundice WK rehmed at onm The tube rras left in lor sereral 
months and fiaaUy rmoved w.u. the hope that a permanent 
raaal had been estabished whrch rrmld rany the bfie mto the 
duodenum At 1^ last operalron the operator tned to mtroduce 
a tube through the runimon duct into the duodenum but rras 
not able to do tins, as the tube would not pass through the mn 



Its long axis I put some fine steel clamps on the edges of the 
incision and expose to \iew the interior of the common duct 
(Fig 11,2) Now witii a probe mtroduced through this incision 
I trj to find an opening into the upper part of the common duct 
or into the hepatic duct I try first a small probe but I cannot 
succeed in passing this I am now trying a filiform bougie 
such as we use in urethral stricture and I cannot pass this I 
ha\ e asked the nurse to sterilize for me the fine cy c probes that 
are used in strictures of the lacrimal duct and taking the finest 
of these and using a \ery slight amount of force I find that I 
can pass it upward through the stricture into the hepatic duct 
Taking the larger ej c probe I pass this and using this as a 
guide I am now dixiding the stricture with a knife The stne 
turc IS about I inch long and as I enter the hepatic duct > ou can 
sec a large amount of clear glycerin like mucus pouring out into 
the wound It is perfectly clear like glycerin It contains no bile 
and I am \ ery much surprised to find this condition Evidently 
the liver is not secreting any bile at this time and has ceased to 
secrete bile because of the great inirahcpatic pressure produced 
by the stricture The condition is clearly parallel to one of 
suppression of urine m the kidney from hgating off the ureter 
or from what happens not infrequently a complete obstruction 
of the ureter from a ureteral stone As I say I ha\ e nc\ or seen 
this condition present though I can readily explain the exact 
reason for its occurrence 

I have now opened the hepatic duct fairly widely and find 
It IS dihtctl above the point of stricture Now I take a No 12 
catheter and try to pass it through the common duct into the 
duodenum but I am not able to do this It is absolutely neves 
•^ary to do this if wc arc to succeed m restoring the common duct 
I am now trying to pass the probe and as you sec I can pass 
a nuHlcratc size probe through the common duct into the duode- 
num 1 follow this up « ith a pair of curvcti artery forceps closed 
and very gentiv push iht forcqis through the common duct inta 
the duiKlvnum I now open the blades of the forcips and stretch 
ihi ( pvning at tlu edge so that I can now jiiss the No 12 cath 
ctvT wuhoul vhflicuUy I cannot help but Kil that this i» an im 
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duct over the catheter (Fig 12 1), but for a considerable dis 
tance, at the point of stncture, it is impossible to do this I 
shall cover this defect in the common duct with a piece of omen 
turn Fortunately, I can use here the omentum that was ad 
herent to the h\er, and I cany this up over the common duct 
and stitch it in position (Fig 12, 2) I shall now close the exter- 
nal wound in the usual manner with drainage down to the jiomt 
of operabon with two moderate size agarette drams 

The problem which confrcmted us m this case was to form a 
permanent canal of fair caliber to take the place of the \ indi 
or more of common duct that had been destroyed hfy concep- 
tion of the best way to do this is to follow just the techmc that 
we have adopted m this case that is to try to establish a canal 
between the remnants of the common duct at the pomt of 
stncture by means of the rubber tube and the omental flap 
I shall draw on the board a transverse seebon of what I hope will 
happen in this case You see here at the point of stricture a 
small remnant of the common duct through which we passed the 
lacrimal duct probe and which was suffiaent to form but a \ ery 
small part of the circumference of the canal to be estabhshed 
at this pomt Then here is a cross seebon of the catheter, and 
m front of this and surrounding the catheter is the large omental 
flap (Fig 12 3) If the tube will remammposibon for a suffiaent 
length of bme granulaUon tissue will form from the remnants 
of the common duct and from the omental flap around this tube, 
and then from both the hepatic duct and the common duct epi 
Ihclial ceUs wiU grow fiotn the mucous membrane over this 
granulation tissue and eventually form a coaDCCb%e-bSsue canal 
lined with epithelium I shall be glad if the tube remains for 
from SIC weeks to three months and duimg that penod I shall 
expect that a permanent canal Imed with cpithehum will be 
produced I hope and believe that the tube, there bemg about 
6 inches of it m the duodenum will find its way mlo the duodenum 
and be passed 

For cases of this kind after a rather careful search of the 
literature on the subject this appeals to me as bang the opera 
bon of choice In some cases the direct implantauon of the 
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portant step m the operation To ensure an eas) escape of 
bile into the duodenum I caro one end of the catheter up into 
the hepatic duct for about J mch and stitch it to the outer edge 
of the hepatic duct with two fine linen sutures (Fig 11, 3} I 



Tig 12 — 1 Tube camerl thFou"!! the distal portion of common duel *0*^ 

2 Omentum sutured o\erde/«tin 

common duct 3 DiajiammaHc cross-scction of the po nl of stricture at the com 
pletion of tie operauon 

then carr) the other end of the catheter through the lower part 
of the common duct into the duodenum and leave about 5 or 
6 inches of the length of the catheter in the duodenum, and then 
^th some chromic gut dose part of the incision of the common 
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could come down e\en lo the location of the common duct 
Then we opened into an abscess containing pus and small irreg 
ular flakes of material that looked like cholesterol The patient 
was in such bad condition that ne simpl> drained the abscess 
She had been sufleiing for weeks from a ptolound cholemia, 



Ti lit DnwinRt I rejnon of bilp-4«ict» tovIq at postmattem The over 
I « L I «l ne In the hr|Uli liu I in a rr^ional ty -iccc sihli. I Kal on the cause 
f ih I -uh 1 til s inli nt I be <1 ( ct m the lu xlenum | r habl> rtpn-senls 
th< jvvint at v.h h Ihs tube bat been tarr nl inti the iluo<3t.miin n 

ih i«ral n i r Ih r |vi r f i <u| pi << lly I truct i nmm n lu t 

mil tmtlK <hetl from vlw thtikmia ami the t\i'\clopmtnt of a 
■luinknil hstuh about thrtt t\cck>. afUr the tiinralion 

\ Mr\ inti rt sting camlilton of affaiis ^\as found at the post 
nt >rt<m \n tinning was found in tht iluodinum probablj at 
fhc punt whtrt ilu surgwm had muk tht an istomosis between 
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hepatic duct or upper patulous part of the common duct mto 
the duodenum can be made, and where that -has been possible 
It has gI^•en excellent results. 

Postsmpi — ^The patient went on to a \-erj satisfactorj oper 
atiTC recoNcrj The bile drained externa!]} along the cigarette 
drams for about two weels and when these were remo\-cd ceased 
within a few daj-s and after this the external wound dosed \ ery 
promptl\ The jaundice rapidl} diAappeared The patient 
unpro\ed m weight and strength * Ray pictures taken at the 
end of four weeks show the tube still m position. 

AN OVERIOOKED COMMaN DUCT STONE 

I now want to show jxm a postmortem specimen remo\'ed 
recent]} from a case of obstruction lo the common duct where 
an attempt had been made b} one of our best abdommal sur- 
geons to reconstruct the duct, and where later I made an ex- 
ploratoi} operation for the same purpose, but found conditions 
such as to make it impo^ble to do on} operation on the duct 
Itself Tlud speameo was obtained from a woman who died on 
m} ser^*lce a few weeks ago The histor} was that a cholec}'^ 
tectom) had been done sev'era] }ears ago for gall stone disease 
This was followed later b} the deNtlopment of jaundice, a jaun 
dicewhidi was at first mterauttent and hna]]} became persistent 
She was taken to a surgeon of large expenencc m this work, 
who made a direct anastomosis between the hepatic duct and 
the duodenum but without rehef Later on anaj}-zmg the con 
dition It was thought that she was suffering not from an ob- 
struction of the duct, but from some Iciuon m\-ol\mg the entire 
parenchjma of the h\-er — some form of orrhosii. Later she 
was brought to Dr 'wace After studj-mg the case 

with a 'weat deal of care he came to the conclusion that it was 
not a "eaeral disease of the li\cr but that the jaimdice was due 
to an obstruction of tbe exunmon duct and asked me to operate 
on the case 

At the time of operation we found i-ci} dense adhesions all 
about the hver and stomach duodenum transx-erse colon and 
omentum, which required full} an hour to separate before we 



gall-stone ileus 

Summary A paUtnt with symptoms ol intestinal obstniction of three days’ dura- 
tion exploratory laparotomy under novocain and discovery of large gall stone 
in lower ileum rcroarUs on gaS sttme iSeus 

The first case ttluch I shall operate upon this mormng is a 
t\onian of about sixty who was brought into the hospital last 
night suffering from what appears to be an attack of intestinal 
obstruction from some unknown cause and as yet I have not been 
able to determine the anatomic location Three days ago she 
nas attacked with pam and vonutmg and she has a \ery shght 
temperature The leukocyte count is about 12,000 She has 
pam of a very moderate degree at the present time and is but 
very Lttlc distended Her abdomen is not rigid She contmues 
to \ omit The attending physioan who brought her here, found 
It was impossible to secure either with enemas or cathartics any 
bowel movements W c have been unable to locate anything in 
the large intestine m the way of a caronoma Rectal exanuna 
tion fails to disclose an> thing m the rectum or the pehis 

She gives an old history of previous abdominal attacks years 
ago, which may or may not have been gall stone attacks The 
history is rather vague, and simply that years ago she had for a 
penod repeated abdominal attacks lasting for a few hours 
There is no history of an appendiceal lesion or of anything wrong 
with the uterine appendages 

After «ludymg the case carefully I am unable to amve at a 
dcfimlcdugnosis Ibclievc however, thatshehassomeobstruc 
lion and that the wise thmg is to make an exploratory operation 
and determine the cau^e of the obstruction and to remove this 
if it is then found She is v cry weak and not a good subject for a 
general anesthetic I shall therefore because she complains of 
more tenderness m the Jeft lower cpiadrant make a muscle split 
ting masion m Uiat position under local anesthesia 



ARTHUR DEAN BE\AN 


S8 

the duct and the duodenum The common duct was patulous 
throughout There wasnostncture and no carcmoma but at 
the junction of the right and left hepatic ducts and blocbing 
up the beginning of the common duct entirel> as a small stone 
which jou see m this specimen (Fig 12 a) 

There is a moral which I should like to draw from these two 
cases and that IS first the importance of doing cholecistectomies 
with \erj free wide mcisions so that the c\stic duct and cjsUc 
artery can be complelelj exposed when the\ are ligated without 
carr^nng anj risk of injury to the hepatic or common duct Alan; 
of these cases where restoration of the common duct becomes 
necessarj are cases m which with a wider exposure and a little 
more care injur> during cholecjstectomj could haxe been 
axoided In the second place as illustrated bj the speomen 
whiJi I show jou m all choIec>slectomies we should examine 
the common duct and hepatic duct for stones and where the«« 
are found thej should be remox od at the same sitting Of course 
it Is impossible exen in the hand» of the greatest expert toaxoid 
leaving stones sometimes in the hepatic or common duct and 
I am rather inclined to think that in the specimen which I have 
shown j ou the stone i$ so small and situated so high up that it 
was practicallj impos«ible for the surgeon to discox er it at the 
tune of the operation At the same tune it is possible that with 
a small scoop it might have been removed if one hid in mmd the 
possibilitj of the existence of such a condition I thmk one 
should w here the common duct is open make it a rule to pas» a 
probe from the inasion in the common duct into the duodenum 
and then up through the hepatic duct and to attempt at an) 
rate to determme the existence of stones If these are found 
of course their removal with prj,pCT scoops is as a rule pos> ble 
Reconstrucuon of the common duct for carcmoma has had 
a ver> narrow field We seldom ,f ever Und a carcmoma of 
the common duct so small that it can be resected md the patient 
cured As a rule in these cases the operation is ntcessanb 
baUve and should bo either a choltcvstentero tomj where thb 
i:, PC' ible or a cholecj stotom\ where there is difTcalt) and the 
condition of the patient does not warrant prolonged operation 
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including the stone This prevents the escape of any intestinal 
contents I wall off the field very thoroughly with several ab- 
dominal pads and make an indsion in the intestinal wall parallel 
with its long axis and exactly opposite the mesentery. This 
incision is about 1 inch in length, and you see that I can now 
without difficulty push the stone out through the incision and 
palpate it. 

Examination shows that it is a single large stone without any 
facets. It has a number of small projections on its surface about 



^ stone ;Ieus N'ote dilautiooot bowel abo^e point of obstruction. 

the siae of grams of wheat (Fig I4,6),gi\nngit a sort of mottled 
appearance It cndeutJy was formed as a single large calodus 
in the gall-bladder 

I now dose the incision in the intestinal wall by two rows of 
sutures (Fig 14, c) and drop the loop of intestine back into the 
abdominal ca\itj We close the inasion m the usual way, just 
as M would an appendix indsion, lea\ing, however, a dgarette 
drain passing through the center down into the peritoneal caWty. 
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I am uifiltratmg now the Ime of inasion with J of 1 per cent 
novocain m sterile water to which we have added about 1 100 000 
adrenalin solution Yon will notice that the first injection is 
made with a fine needle and a small hypodermic syrmge such 
as is ordinarily used for morphm This is followed with a larger 
needle and a large synnge and I shall not hesitate to employ 
3 or 4 ounces of this solution in infiltrating the abdominal 
wall I now make an inasion about 6 mches long on the left 
side just as we would make an ordinary obhque muscIe-spIitting 
incision for an appendix operation on the nght The skin and 
superficial fasaa are divided and the external obhque exposed 
This IS infiltrated with some more of the novocam solution 
The external obhque is now divided exposing the internal ob- 
hque wbch IS infiltrated again with novocam The fibers of the 
internal obhque and transversalis are now separated and the 
pentoneum exposed I now infiltrate the pentoneuro with a 
fine synnge I want to call your attention to the importance of 
this step because the panetal pentoneum is very sensitive and the 
mistake is not infrequently made m doing hparotoimes under 
local anesthesia of not anesthetizing the panetal pentoneum sejy 
arately before incismg it I now divide the pentoneum and a 
large distended bowel comes mto view I examine this and find 
it is a greatly distended coil of small intestine I now wet my 
gloved band so that it will shp more readily through the inasion 
and mto the abdominal cavity I very gently palpate the struc 
hires withm the abdominal cavity and I at once come down to a 
hard firm mass that feels about the size of an Enghsh walnut 
This seems to be quite movable I very gently draw it out 
through the masion and as I bring it mto view j ou can see that 
I have a cofl of small miestme m my hand and between my 


gaD stone wHicii uas u vckcu up the mtestme produong a pic 
tyre of obturation fieus 

1 brmg this coil of mtestme mto >uew and place an mtestmal 
damp (Hg 14 a) upon a cofl of mtestme about 5 mches long 
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including the stone. This prevents the escape of any intesUna! 
contents I wall off the field very thoroughly with several ab- 
dominal pads and make an incision in the intestinal wall parallel 
with its long ajdt and exactly opposite the mesentery. Tins 
incision is about 1 inch in length, and you see that 1 can now 
without difficulty push the stone out through the incision and 
palpate it 

Examination shows that it is a single large stone without any 
facets. It has a number of small projections on its surface about 



Tig. 1 J ~.^»li.stone ileua Note dibUtioo ol bowel above point ol obstnjcijon, 

the size of grains of wheat (Fig 14, b), gi\-ing it a sort of mottled 
appearance. It cv-idcntly was fomed as a single large calculus 
m the gall-bladder. 

1 now dose ihc Incision in the intestinal wall by two rows of 
sutures (Tig. 14, c) and drop the loop of intestine back into the 
abdominal ca\ily We dose the incLion in the usual way, just 
^ w wouW an appendix inc^on, leaNing, howc%'er, a cigarette 
ram passing through the center down into the peritonea! cavity. 
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I would like to take the opportunity of saying a word or tro 
about these cases. I have seen a half-dozen or more siinSai 
cases of obturation ileus produced by gall-stones. The history 
of the course of events is this: A large gall-stone forms in the 
gall-bladder, as large as this one or sometimes larger, and son:^ 
times without very acute previous attacks; usually, howe'vr, 



fig li— Reaoral of fiO-stow causioe tie obstmcUoa. Inosion in bourl closed 
bj two of nitares. 

^th a history coering a Dumber of years of gall-stone colic 
attacks. Sometimes, however, with acute symptoms and some- 
times with ^•eIy slight or no symptoms the gaU-bladder becomes 
attached to the duodenum or to the transverse colon and somc- 
tjmps to the stomach, but this is rare, and by pressure-necrosis the 
gaD-stone ulcerates its way from tbc gall-bladder into one of these 
hoDow viscera, the process evidently being a gradual one and 
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requrmg some time I have been fortunate enough to find 
m two instances that the stone m the gall bladder ulcerated xts 
way mto the duodenum, so that it was partly m the duodenum 
and partly m the gall bladder Eventually the stone passes mto 
the viscus If it passes mto the transverse colon it invariably is 
passed per rectum without any difficulty If, on the other hand, 
it ulcerates mto the stomach or ulcerates mto the duodenum, it 
passes along the small mtestme for a short distance, dependmg 
upon the size of the stone You will remember that the duodenum 
and jejimum are of much larger cahber than the ileum and there 
IS a gradual diminution m size of the small mtestme from the 
duodenum down to the ileocecal valve As the gall stone is 
earned along by the penstalsis of the small mtestme, if it is of 
suffiaent size vt eventually teaches a point in the small intestine, 
which IS gradually diminishing m size where it becomes arrested 
and produces obstruction The obstruction is of a pure obtura 
tion type, that is at first simply obstnictmg the cahber of the 
small intestine without producing interference with its circulation 
The symptoms of obturation are, as a rule of moderate degree 
as compared with those of strangulation ileus If the picture 
persists the patient may die (tom toxemia and the absorption of 
the toxms developed m the obstructed bowel above the gall 
stone or general pentomtis may develop and be the immediate 
cause of death Where the condition is recognized of course 
operation and removal is as a rule sunple, is very clearly mdi 
cated, and gives an excellent prospect of cure 

This form of gall stone ileus with its definite mechamcal 
cause IS but one of the forms of ileus that can be produced by gall 
stone disease \\ c have had a number of cases of paralytic ileus 
assoaated vnth gall stone disease where local pentomtis or ex 
tensive pentomtis around the gallbladder produced paralysis 
of the uitestinc with the resulting picture of ileus As a rule 
thc^ cases pass on to recovery, but sometimes the paralytic ileus 
IS persistent and fatal 




RUPTURED EXTRA UTERINE PREGNANCY-CONFUSION 
WITH APPENDICITIS 


The next case which I shall show >ou is a joung woman of 
about thirty and \crj stout She must weigh 240 pounds She 
comes to us with an acute abdommal attack commg on forty- 
eight hours ago without much temperature great pJin so severe 
that the patient had to go to bed at once some \omiting and 
distinct tenderness over the region of the appendix She has 
licin married for six jears and ha« nc\er been pregnant There 
lb no history of an> pchic disorder and I am rather mclined 
to regard the case as acute appendicitis although I think we 
should take into consideration the possibility of an invohement 
of the right uterine appendage 

Under general ancsthesn I shall make a muscle splitting 
iniision o\cr the appendix I am doing the usual muscle spbt 
ting method You notice howexer because of the great thick* 
mss of the abdominal wall the edges being 3 or 4 inches thick 
lint It IS necexsarj for me to make a \er> long incision 6 or 7 
imhes in length I now open the peritoneal ca\it> and rather 
to m> surpri'i the first thing that comes into \ic\v is free 
blood I be blood mdcntlj is not xcry fresh because there are 
''omc clots in it and it must Ime been poured out into the 
pinli ni il ta\it\ twentx four or fortj eight hours ago Before 
U mt. ins firtlur 1 want lo si\ that this changes m> mcw of the 
< I'c ind 1 am ini lined to think now either of an extra utenne 
I n gnanc) or a hi morrhage from a rupturcil graafian follicle 
I ''iiitul with in <nlinjr> menstrual pinod but without an 
‘Mriutinni pngnin'j \\i base had scairal of thise cases 
wlnn womin ha\i Ixin brought here with acute abdominal 
piinwlun wi bail thought ulhtr of an appendix or an extra 
utirmi pTigniixix mil hue found on operation an ounce or 
■s nil t mils SI \ ir il ( uni e->of blnotl in the peritoneal ia\it\ around 
1 ru] turiil (,rulun folliiK As 1 pjss nn hand down into the 




BENIGN STRICTURE OF RECTUM— TREATMENT BY 
DILATATION UNDER ANESTHESIA AND TRANS- 
PLANTATION OF MUCOUS MEMBRANE 

Tiie next case which I shall show you is a case of benign 
slnctuTC of the lectum This is a <ase that has been under med- 
ical management for some time Bougies have been used, but it 
has been difficult to keep the stneture open, and the patient has 
suffered a good deaf m generaf hedth because the bowels have not 
moved regularly One of the chief complaints has been sympi- 
toms of intestmal toxenua because of the failure to have regular 
and complete bowel movements The stneture is very short 
I have just examined it and find it extends only about 2 inches 
up the bowel, and apparently beyond that pomt there is either 
the normal caliber or even the dilated caliber of the rectum 
I have planned out for this case a procedure which is new 
and which, it seems, will fit the lodicaUons and probably per- 
manently cure the condiuon I wish you would follow me care- 
fully as I do this operation and I shall attempt to make the details 
of the procedure clear My purpose is to dilate very fully and 
widely the rectum at the pomt of stneture, and then to free the 
mucous membrane of the dilated rectum above the point of stric- 
ture for an inch or more, and bring it down and unite it to the 
margm of the anus, very much as one would do a Whitehead 
operation, except that no mucous membrane will be removed 
I shall dilate the stneture with this small rectal speculum and 
then with a large rectal speculum (Fig 16 a and b) As I dilate 
the stneture very fully with this large rectal speculum the 
mucous membrane at the site of the stneture ruptures, exposmg 
a raw surface uncovered by mucous membrane about 1| mchosin 
width, extending from the mucous membrane of the dilated bowel 
above the stneture to the anus I now bnng the mucous mem- 
brane of the dilated bowel above the stneture down with the 
forceps, and then walk sutiKcs n( black bnen I. scti 
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this mucous membrane to the margin of the anus (Fig 16 c ij 
It IS rather interesting to note srhat a small amount of muanu 



rig 16— Bemgn jtnrtunr of rectum. « Ste of itncture 6 DiUtatioaof 
shided are* lepirsents rent u raucotu membrane inndeet to tie dil* 
tatjon. e “d d FoIUng macoos membtane down mod stitdiing it m poatioa to 
cover denuded area 

membrane sufBced to co>cr the stnrturc It remams antenorly 
on the rectum, and it has been necessary for me to cov er the pos- 
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tenor three-fourths of the arcumference i\ith my new mucous 
membrane flap You wll see that the rectum now has a large 
cahber at the point of previous stncture 

I am inclmed to beheve that this operation has a very dis 
tmctfield Ofcourse nccessantyananowone as the field uould 
be hmited to cases where the stncture is short and where you can 
bring the mucous membrane of the comparatively normal bowel 
down to the anal margm 

It will not be necessary to remo\e these short black linen 
sutures as they will come away themselves m eight or ten days 
I behe\e hQwe\er it mil be desirable to pass a rectal speculum 
gently into the anus and dilate it moderately every tno or three 
days durmg the closuig days of wound healing begmnmg let us 
say at the end of the ncek until wound healing is complete 

Poslscrtpl —The result m this case seemed to be admirable 
I believe hoaever thathere as in all these rectal cases the case 
should not be lost sight of but should be kept under careful ob 
scrvation for a considerable period and moderate gentle dilata 
tion with the speculum carried out to ensure agamst subsequent 
stncture 




CLINIC OF DR L L McARTHUR 

St Luke’s Hospital 


(Surjical Congress ol North Amenca, October 24, 1917) 

OPERATIVE CLINIC DEMONSTRATING PRACTICAL 
POINTS IN CONNECnON WITH NEPHRECTOMY 
AND RESECnON OF THE COLON 

Summary Case 1 A patient with severe peKistent bematuna, not influenced by 
medial measures and a h story o{ repeated attacks ol renal colic with passage 
o( stones per urethra the probable diagnosis reasons for suspecUng neoplasm, 
nephrectomy 

Case II Carcinoma ot the hepatic (letute ot the colon ptoducmg obstruction 
with increased intra intestinal pressure and rupture of a Meckel sdiverticulum, 
first operation Ileocolostomy snth resectioQ of diverticulum convalescence 
complicated by fecal fistula Second operation Resection of terminal ileum 
and fecal fistula together with large intestiae up to and including hepatic 
flesure snth tumor 

One c&nnot tcfiam Irons expressing the appreoation and honor 
that one feels in having the celebrated men of the world come to 
this humble dime I must call your attention to the fact that 
ha\c Sir Berkeley hloynDian, Col T H Goodwin, the repre- 
scntaliie surgeon of the Bntish Army, and Col Dercle, repre- 
senting the French medical service here this morning 

Case I — The patient, a married man of sixty four years, has 
compluncd of hematuna lor the past lew weeks He first 
noticed urinary sjinptoms four years ago, when he had back 
ache and pain m the region of the bladder This was relieved 
alter passing some small stones from the urethra Since then 
he has had fi\e similar attacks The latter part of Apnl, 1917, 
he noticed that the unne contained blood It became more 
blood) during June and July This was not accompanied by 
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pam Since April be has been losing weight and becoming grad 
ually weaker 

Past Uistory — Usual diseases of childhood smallpox at 
seven, pleonsj at fifty six 

Family Uistory — His wife and six children are h\mg and 
well Father died at the age of eighty-one 

Eahtis — Uses tobacco moderately and alcohol v erj mode 
atelj 

Dfi McArthtje You have heard the historj The patient 
IS a phlegmatic German weighing about 200 pounds His ane- 
mic condition was so pronounced when admitted that I did not 
dare submit him to any operative nsk His hemoglobm ffu 
down to 36 per cent, and liis red corpuscles to 1 900 000 After 
about three weeks of rest m bed medication and tonics wc have 
improved conditions so that blood examination now reveals W 
per cent hemoglobin and 3 200 000 red cells In the ar ray pbte 
an outline of the left kidney is to be seen there is a distinct shad 
ow There is a historj of having had five ureteral colics and hav 
mg passed small stones Ivaturally the conclusion is that he hu 
a stone tn the kidney but the anemia is so pronounced and the 
hematoru so persistent that I cannot free my mind of the idea 
that he has a h}pemephroma and that ^dney will have to 
be extirpated The shadow showing in the x ray plate is Ion-" 
m the lower pole of the kidney— and it is not as frank as stones m 
the kidney usually are A persistent flow of blood from stones 
in the kidney when the patient is absolutely at rest i* not W 
m\ experience a common thing The kidne> is rather tender on 
palpation Though the patient is very big and fat and difBcidt 
to palpate yet I think there is some enlargement of thekidney 
as well as tenderness of it It is not a case that one would pick 
out for clmical demonstration The operation is going to be a 
difficult task It would not surprise me if at the operation of 
soon after he would die but we cannot check this hemorrhage 
by any known medication and there is nothing left but surgical 
interference 

The cystoscopic examination made last ev emng shows normal 
unne coming from the nght ureter and almost pure bnght red 
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blood from Uie left The blood was coming so freely that the 
washings of the bladder could hardly be made dear enough to 
utilize the cystoscope 

Operabon {Oblique Lumbar Inasum) —The fatty capsule 
around the kidney is found to be infiltrated and very firmly 
attached to the kidney With the kidney exposed we find con 
ditions very suggests e of malignancy The organ feels rather 
soft and fluctuatmg The quesbon is whether v, e should remove 
such a kidney without delay or inase it for the purpose of ex 
ploration first I have the rest of the kidney out of its capsule, 
after considerable effort and find the lower pole to be soft and 
fluctuating but presenting as does the test of the kidney the 
appearance of a possible mahgnaniy On palpabon I do not 
locate any stone butwhenthekidneyiscollapsedimaybe able to 
Good judgment must he shown here in determining whether 
we should attempt to sa\ e this kidney by dramage or not Mr 
Moynihan is of the opinion that if it is left in it will probably 
have to come out later That is my impression also With the 
kidney removed I split it open and you see what is on the in 
side The lower pole of the kidney is disintegrated and has 
stones m it — a number of small stones I am convinced that 
the suggestion of Mr Moynihan is good that this would be a 
surgical kidney always It does not look like a sunple involve- 
ment of the portion of the kidney which contains the stones 
but as if there were a papillomatous or caremomatous growth 
there also 

Expcncncc has taught me that the procedure of ligatmg 
the ped cle of a kidney should be most thorough Be sure that 
you have the pedicle well encircled before taking off the forceps. 
For that reason I have taken a longer time to do this step of the 
operation than probably seems justified In this particular 
case the pabent being extremely anemic I am more desirous 
than usual that there shall be no secondary bleeding There is 
still a little oozing at the pcdide which I do not feel justified m 
lca^mg 

In these %cry stout patients you ha\e to make a bans\crse 
or almost trans\ersc masion by which you cut all three of the 
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abdommal muscles As you tnow, jtw to cut n « 2 ci a 
fashion that > 1 ^ will not injure the ibolnposastnc and Eo 
inguinal nerves as they come down m an oblique directiai c 
the abdominal walL e now insert a dramage-tube and <fce 
the wound m the usual wa> 

Paihologisti Report — ^“PapQlocamnoma of kidnej ^rjigua 
from 

Case IL — ^We haie for our nest patient a doctcr who I" 
two Of three jears has suSoed with penoda of mtense vom-tiuj 
preceded bj symptozas of mtestmal obstiuctjon, ^"hen he 
his boweL to nio^*e he would be all nghL He entered SL Liie i 
m May with mtestinal obstruction. The \-onuting f«al o 
character I aditscd btm at that tame to hai-e surgical nte 
fcrence, first tTi-ing to repeat his espcnences of washing lie 
colon and getting hnn back into a secunonoal coaditroa *o list 
we might ascertain the location of his mtestmal obstnictios. 
We wcrefortunateenoughworLingthefirstni^t— hecaiaembe- 
fore midnight — tn finally getbngabowel ffio\'emeot before ooti 
jag thus getting him into sh 2 pe«o that we couldmaheurisMS* 
t-estigabon of hi> mtestmal tract. We fouid a stricture at ti* 
hepatic flexure of the colon. After two or three dai-s’ eo’ceie 
-jrashiup he was better, with the tenderness howe^Tr alwais 
at the hepatic flexure of the colon. After studjiag the x n> 
plates we deaded that his trouble was m aH probabDit). a 
neoplastic obstruction not an adhesive obstruction frco m 
inSamed gaH bladder which was tiL> diagnosis because he hxd 
had pain nninediatelj beneath his gaD bladder for two or three 
years. He deaded that he would not be operated on and wet 
bone 

Two or three weeis ago he came back with a high tempen 
jtire a leuiocj'te count of 22 OOO and an acute obstructioa. 
One das pnor to admiasion when stooping m-er he felt something 
give W3J m the abdomen. He staged home ‘Tiffemg a great 
deal of pam for forty-oght hours with a high temperature aud 
all the c>Tdences of a pentouitis and later came to the hospital 
JO that condition— a pentomts assooated with what we tuew 
to be an obstruction of the hepatic fieiure of the colon The 
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only thing we could do would be to open the abdomen and en- 
deavor to rebeve the obstruction 

On opening the abdomen we found not only the ascending 
colon greatly dilated, hut a loop of ileum at least 12 or 16 mches 
long was also dilated quite as large as the colon which it par- 
alleled It extended so far we had to go 18 or 20 inches back on 
the ileum in order to make an anastomosis between the trans- 
verse colon and ileum When openutg the abdomen we found 
plastic lymph pus, and all the evidences of an acute recent m- 
flammation m the zone reaching from the umbilicus to the mid- 
portion of this dilated 16 mcbes of ileum which gave us the im 
pression of a Meckel’s diverticulum that apparently, under the 
backward pressure due to the obstruction had ruptured and 
made this mflammatory process We resected this zone, closed 
the hole m the distended Ueum with purse string sutures, and 
inverted it with a Lembert suture On the seventh or eighth 
day after the operation a fecal fistula developed though the 
bowels had unmedutely begun to move through the short or 
cuit route 

There remains now this situation The anastomosis of the 
ileum and transverse colon, a carcinoma of the hepatic flexure 
of the colon a septic process and a fecal fistula at the pomt at 
which this diverticulum — probably a Meckel’s diverticulum — 
Tsas located I feel that had he entered at the tune we urged 
him he would probably have escaped both the septic process 
and the fecal fistula and probably would have been rebeved of 
his caranoma 

On questioning him as to any trouble with his umbihcal 
region he said that his mother told him that as a child or rather 
when he was bom there was the greatest trouble expenenced m 
the care of his umbilicus There was somethmg wrong with his 
na\ el that lasted into his second or third year His mother is dead, 
so wc cannot get any definite mfonnation but I rather think he 
had one of those persistent ducts which make a true Meckel’s 
tb'crliculum 

I wfll ha% e to reopen the field makmg an effort to be as cleanly 
&s possible sepue as it is We must give the patient one chance 
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abdominal muscles As you know, you have to cut m sudi i 
fashion that you will not injure the ihohypogastnc and 
inguinal nerves as they come down in an oblique direction m 
the abdominal wall We now insert a dramage-tube and dose 
the wound m the usual way 

Pathologist s Report — ^*Papniofarat)pTna of kidney spnngmg 
from pelvis ” 

Case II — ^We have for our next patient a doctor who for 
two or three years has suffered with penods of mtense vomitiiig 
preceded by symptoms of mtestinal obstruction, When he got 
his bowels to move he would be all right He entered St Lukes 
m May with mtestinal obstruction. The v omitmg was fecal B 
character I advised him at that time to have surgical inter 
ference first trying to repeat his experiences of waslungouttbr 
colon and gettmg him back into a senunonnal condition so that 
we might ascertain the location of his intestinal obstruction. 
We Were fortunate enough working the first night— be came mt*- 
foremidmght— in finally gettinga bowel movement before mom 
mg thusgettiag him into shape so that we could make an* raym 
\estJgation of his mtestinal tract W e found a stncture at the 
hepatic flexure of the colon After two or three daj’s’ colomc 
washmgs he was better, with the tenderness however alwaj-J 
at the hepatic flemire of the colon After studying the * ray 
plates we deaded that his trouble was in all probability a 
neoplastic obstruction not an adhesive obstruction from an 
inflamed gall bladder which was fais diagnosis because he had 
bad pain immediately beneath his gall bladder for two or three 
jears He decided that be would not be operated on and went 
home 

Two or three weeks ago he came back with a high tempera 
ture a leukocyte count of 22 000 and an acute obstruction 
One day prior to admission when stooping over he felt something 
give way in the abdomen He stayed home suffering a great 
deal of pain for forty-eight hours with a high temperature and 
all the evidences of a pentomtis and later came to the hospital 
uj that condition— a pentomtis associated with what we knew 
to be an obstruction of the hepatic flexure of the colon The 
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only thing we could do would be to open the abdomen and en 
deavor to rebeve the obstruction 

On opening the abdomen we found not only the ascending 
colon greatly dilated but a loop of ileum at least 12 or 16 mches 
long was also dilated quite as large as the colon which it par 
alleled It extended so far we hod to go 18 or 20 inches back on 
the ileum in order to make an anastomosis between the trans 
vene colon and ileum ^Vhen opening the abdomen we found 
plastic lymph pus and all the evidences of an acute recent in 
flammation m the zone teaching from the umbilicus to the mid 
portion of this dilated 16 mches of ileum which gave us the im 
pression of a Meckel s diverticulum that apparently, under the 
backward pressure due to the obstruction had ruptured and 
made this inflammatory process We resected this zone closed 
the hole m the distended ileum with purse-stnng sutures and 
uiverted it with a Lembert suture On the seventh or eighth 
day after the operation a fecal fistula developed though the 
bowels had immediately begun to move through the short cir 
cult route 

There remains now this situation The anastomosis of the 
ileum and transverse colon a caremoma of the hepatic flexure 
of the colon a septic process and a fecal fistula at the pomt at 
which this diverticulum— probably a Meckel s diverticulum — 
was located I feel that had he entered at the time we urged 
him he would probably have escaped both the septic process 
and the fecal fistula and probably would have been rebeved of 
his caranoma 

On questioning him as to any trouble with his umbihcal 
region he said that his mother told him that as a child or rather 
when he n as bom there was the greatest trouble experienced m 
the care of lus umbilicus There was somethmg wrong with his 
na\el that lasted into his second or third jear His mother is dead 
^ we cannot get an> definite uiformition but I rather think he 
had one of those persistent ducts which make a true Meckel s 
dnerticulum 

I will ba\ c to reopen the field making an effort to be as cleanly 
as possible septic as it is ^\c must gi\c the patient one chance 
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for his life I hope that the anastomosis which we ha\e made 
for him will enable us also to follow tbit bowel which was enor 
mously distended at the tune of the operation The inflamraa 
tory trouble as you know produml an adhesion to the antenor 
abdominal wall and we had great difficnlty at the time in sqn 
ratmgitfrom the umbiLcal area I am slowly dissectmg loose 
the adhesions of the ileum and ascendmg colon from the antenff 
abdominal waD I must reach the caput coh and see if 1 can 
begin to extirpate I ha\e now exposed the postenor wall 
There is an abscess leading down bejond the caput coli. I pad 
off that smus Isow I am loosening up the omentum that is 
plastered around the ascending colon and dilated ilemiu I hart 
to get It out of mj waj I ha% e the remains of the di%'erticultiB 
of the ileum which I am removing I hav e ligated it and wiH 
now bury the end by putting a piuse-stnog around it I ao 
trjmg to reach the line of junction between the transverse and 
ascending colon so that I may detemime where I can inose the 
bowel and start extirpation 

The statistics carefullj worked out b> the Gennans have 
shown that omental amputation has a definite mortalit} U 
during an operation— benua for example — jou have to ligate 
off a very considerable mass of omentum the mortahty of that 
operation IS inaeased 40 per cent I told jou that at the former 
operation I made an anastomosis between the ileum and the 
transverse colon I find now that I have reached that point, ^e 
will have to amputate the bowel at that position turn m the 
ends of both limbs and then excise the abdominal tumor I 
now applj the mtestmal clamp on the proximal side of the anas 
tomosis in order to prevent further fecal stainmg of the field 
I separate the peritoneum from the lateral abdommal wall so I 
mobilize the colon inward la this step one must be cautious 
about the ureter 

At the time of the first c^ieration we found a v ery distended 
appendix At that time I spoke of the desirabiLtj of making 
a safet> valve at the aj^iendix but unfortunately did not do 
so Had I done so I am quite sure we could have reheved all 
the tension m that loop and prevented the fecal fistula That 



NEPHRECTOMY AND RESECTION OF THE COLON 77 


was my error in judgment The tumor mass is still to be felt It 
IS not unusually large One tries to save as much of the parietal 
peritoneum as one can otherwise an extensive raw surface is 
left on the abdonunal wall for the small mtestine to become plas 
tered to the adhesions which may result are a senous thing m 
the convalescence 

Here is the fistula It did not occur at the anastomosis It 
occurred at the pomt where the diverticulum had ruptured 
IVhether this was a congenital diverticulum or not is not deter 
mined I am leaving probably more of the mesentery than ordi 
nanly because that will make a good covering for the posterior 
abdommal wall Ordinarily this segment of bowel with its mesen 
tery would be taken out by a v masion but I want to preserve 
more of the mesentery to act as a covermg for the denuded 
abdominal wall and I therefore divide the mesentery at the 
mescntcnc border of the intesUne The entire loop of bowel which 
has been side>ttacked at the first operation is now removed 
You see this includes the termuial 14 inches of ileum the cecum 
ascendmg colon hepatic flexure with the caremoma and a por 
lion of the transverse colon I dose the abdomen m layers mak 
mg provision for abundant drainage 

—Patient is making a good but slow recovery 
Talhologist reports carcinoma of colon annular m character 
January 28 1918 patient reports himself well 
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(or his life I hope that the anastomosis which we haw 
for him will enable us also to foQow this bowd which was enor 
mously distended at the tune of the operation. The inflamra 
tor> trouble as >Qu tnow produced an adhesion to the aatenct 
abdominal wall and we had great difficoJtj at the tune la sepa 
rating it from the umbHiral area I am slow!} dissecting loos 
the adhesions of the Qeam and ascending colon from the aatsns 
abdonunaJ wall 1 must reach the caput coll and «ee il 1 os 
begm to estiipate I 1101*0 now exposed the posterior waH. 
There is an abscess leading down bejimd the caput coh. I pad 
off that smus h*ow I am loosening up the omentum that 5 
plastered around the ascendmg colon and dilated ileum- 1 ha ^ 
to get It out of my waj I has e the remains of the dis ertioil'in 
of the neum which I am remonng I has e ligated it and wiH 
now buij the end bj putting a purse-stnng around it I *3 
trjmg to reach the line of junction between the transi*crse std 
ascending colon so that I maj determine where I can mcise lit 
bowel and start extirpation 

The statistics carefullj worked out b) the Germans haw 
shown that omental amputation has a dehnite mortahtj H 
dunng an operauon*-hemu for example— jeu have to hji^ 
off a \TO considerable mass of omentum the mortaht) of that 
operation is increased 40 per cent I told j ou that at the former 
operatiaa I made an anastomosis between the ileum and the 
tmns\-ersc colon. I find now that I have reached that pxjuit 
will hai e to amputate the bowel at that piosition turn m the 
ends of both Innbs and then excise the abdominal tumor 1 
now applj the intestinal clamp on the proximal side of the anas 
tomosis 13 order to pretent further fecal staining of the field 
I separate the pentoneam from the lateral abdominal wall so I 
can mobilize the colon inward in this step one must be aolious 
about the ureter 

At the tune of the firxt eperation we found a veij distended 
appendix- At that time I ^>oke of the desirabDitj of making 
a safet) valte at the appendu but unfortunatelj did not do 
so Had I done so I am qmte sure we could ha\-e reheved all 
the tension m that loop and prexented the fecal fistula That 
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A CuNicAL Talk Given at No British Expeditionary 

Force, *, September 25, 1917, Second in the Regular 

Series or Meeitncs of the Medical Officers of the British 
Army in Tins District 


GUNSHOTS OF THE HEAD, WITH ESPECIAL REFER- 
ENCE TO INDICATIONS FOR OPERATION AND 
TECHNIC DEMONSTRATION OF CASES 

SniBiiiafj Choice oJ the aneethetie— supcnonty of gesenl anesthesia with ether 
a simple classification of gunshots 4f the bead (e) Non penet rating, sVuU dam 
age acknowledged (6) penelnting brain mechanical pathology— shock, hem 
orrhage trauma, foreign bodies bactenologic pathology— usually secondary, 
operation with opening of dura questionable in absence of decisive mtracrimal 
lymptoms gutter aounds— frequent scattering of inner table of skull with but 
slight damage to outer table the tumbling bullet treatment of foreign 
bodies— how bacteria are earned into brain 

OcR commanding officer, Colonel , has very kindly 

asked me to address you at the regular meeting of our district 
when It comes the turn of our station to act as host For that 
international courtesy, as an American, I am greatly obLged, 
because every American considers it his greatest and most sacred 
privilege to talk 

Since the inauguration of these quasiclinical meetings a week 
ago It has been hoped that each medical officer would take up— 
cither as an independent speaker or m discussion — points of 
intense interest to him, which look toward refinements of the 
servnee Undoubtedly we ate vet) fortunate m being attached 
to this group of clearing stations toward which is directed the 
stead) stream of head injuries and if we fail to improve technic, 
pathologic knowledge and our interpretation of clmical findings 
w c are falling short of our full duty 

* Ddetfd Iqr censor 
79 
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US because bacterial action has not yet entered as a factor The 
factors which are present and whidi must be considered are 

(а) Sho^ — concussion 

(б) Hemorrhage — of any degree, with spenal reference to its 
effect on intracranial pressure 

(c) Mechanical injury of vital portions of the brain and tis 
sues about or remote from the missile track 

(<0 Presence or absence of foreign bodies — as metal bone, 
doth, etc 

In looking back on my month's experience here it seems to 
me that not enough emphasis is laid on Sir Victor Horsley s 
work done m 1908 covering the mechamcal damage to bram 
tissue from gunshots Reference will be made to that later 
Assuming then, for convemence, the division mto mediamcal 
pathology, which concerns us so largely m these pnmary wounds 
under discussion and the bactenologic pathology which is sec* 
ondaiy, let us return to the question of immediate operative 
interference There is no desire to make an exact definition of 
indications, merely one to brmg out discussion of various points 
illuminated by our individual experiences Let us refer to Major 
Cushmg’s statement of last week— that after exosmg scalp 
wounds and removing depressed or damaged bone, we should 
proceed to open the dura when subdural hemorrhage or cortical 
contusion is suspected, even though that membrane be mtact 
Should we do this m operative work m the face of gunshot wounds 
and latent mfcction? ibehevenot Although I have performed 
this step many times, washing out dots and searchmg with a di 
rector, dosmg the dura afterward, and for the most part, have 
obtained very happy results it docs not seem necessary 

Moreover on the other hand during a rush of work last year 
at the time of the Somme push many instances of head injuries 
oamc mto my wards on which there was not time to operate, 
and after balanang up statistics some weeks later I found that 
the mortahty among unoperated patients even m many where 
scalp inasions were not practised and where foreign bodies lay 
inthcbrain was dcadcdly lower That was partly explamed by 
the fact that only the most severe lacerated wounds were oper- 
roui— < 
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Indication for operation and technic are mj interests Today 
Iwish to askyousomethingaboutoperative indications refemng 
to technic only inadentally in so far as it is intermingled inlh 
the other Perhaps we all agree on operative investigation of 
every gunshot wound of the bead Every one recognizes that a 
scalp wound may cov er serious pathology , and as war surgeons 
it IS our duty to excise early all soiled and tousled wounds of 
battle regardless of location. Whether these scalp wounds, 
where penetration is uncertain and roentgenogram is negative 
should first be investigated by eiasion under a local anesthetic 
IS a pomt for each man to dcade for himself Peisonally I Iw* 
hev e in the general anesthetic The patient is put to sleep, m a 
few seconds the scalp wound can be excised, and if there is no 
skull damage or indication for skull opcmng the anesthetic is 
stopped, and before all stitches are in the patient is regaining 
consaousness and the anesthetist has moved on to the seit 
table \MieQ local anesthesia is used tine is consumed waiting 
for Its effect, if further operative steps arc needed the field must 
be disarranged to permit the anesthetist to step m so that 
technic is interfered with and valuable time of the operator is 
lost In the ru«h work of clearing stations each operator's time 
should be con««rv ed as much as possible because that means more 
wounds subjected to early treatment with consequent better 
prognosis 

Taking a V eiy broad viewpoint in the subject of operative 
indication, let me refer you to a simple classification in head 
gunshots 

(а) XoD penetralmg — of the dura and brain — skull damage 

acknowledged. 

(б) Penetrating bram 

Our basis for operation must be after all a pathologic one 

A working pathologic analysis of war wounds of the head may 
be divided thus 

(1) Mechamcal pathology of gunshots 

(2) Bsctenologic pathology usually secondary 

(1) Mechanical pathology concerns largely the patients we 
receive a «hort time after injmj, and is of greater mterest to 
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from gunshot wound That was exased soiled and depressed 
bone ’^as trimmed away and in absence of dural damage no 
further operation seemed indicated on the head He had how 
ever suffered a contusion of the left flank and presented a bruised 
area over the left lower nbs with abdommal ngidity on the left 
side A bparotomy was performed an mcomplete rupture of 
the ileiun was sutured and a small tear in the spleen repaired 
The operation was not long and he was sent to the ward in good 
condition Death followed m forty eight hours At autopsy 
the abdomen showed no peritonitis no accumulation of hemor 
rhage the sutured gut r\ as intact The brain as you see shows 
no clots beneath the site of fracture which was here m the pan 
etal region but there are small hemorrhagic areas near the mid 
line remote from the wound small m extent with some general 
ued cortical edema Would temporary opening of the dura 
have relieved these so far away— because there was every indi 
cation to close the dura again? If the man died of the head mjuiy 
would opening of the dura have saved his life? 1 cannot say 
hut I do beheve that no true permanent decompression of the 
cortex can be accomplished without opening and leavtns open 
the dura In war wounds even tnth wide excision of battered 
tissues ought we thus leave opwn the unwounded dura and cover 
the defect with scalp when we are neier sure about the sepsis? 
Under conditions of avfl life with an mtact dean scalp it is my 
practice where decompression is indicated to do it either at the 
site of fracture or m the subtemporal region remote from the 
fracture at the site of election leaving the dura open and closing 
the scalp perfectly It would be difficult to say whether an addi 
tional decompression in the temporal region would have favor 
ably affected this man s course 

Gutter Wounds Causing SkuU Fracture — In gutter wounds 
of the skull may we not add one further pomt of observational 
importance? Major Cushmg mentionrd his surprise at the 
grcalcr comminution and scattering of the inner taole m some 
instances when the outer table showed small evidence of damage 
These examples 1 presume be meant as different from the usual 
tjpe of depressed fracture where it is commonly understood that 
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ated on, even those with brain penetration, vntbcmt urgent sjmp- 
toms, were put to one side or sent over to England 

The investigations of Lieutenant Colonel Uarrea and hs 
report to the Director General, Sir Alfred Keogh, last jear was 
quite interestmg He followed over 1200 patients from Frana 
to England and most closely recorded the results m at least 600 
of them, concluding that many head operations in France were 
worse than useless, that a great many patients did better without 
operation, m that they avoided the great danger of hernia 
cerebn Ultimate neurologic comphcations among unoperated 
patients were found to he surprisingly small 

Smce 1916 the plan of early siugical procedure accomplished 
bj "team” work, such as we are engaged upon, has come into 
vogue Hie results are even moresurpnsmg than those given by 
any non mterference methods, I bebeve, and accord with the 
ezpenence of the French 

In wounds of the skull m which the dura does not senously 
lose oontmuity and the bram is not penetrated may we not ex 
pect that subdural clots wQI be absorbed as blood extravasations 
are elsewhere in the body^ If decisive crania] symptoms are 
lacking why should we open the dura to wash out the*e blood 
collections^ Do capillary hemorrhage and cortical edema de- 
mand operation — will these conditions not adjust themselves as 
concussion does? must remember that the highly organized 
brain tissues are enclosed in a fauly non-elastic bag of dura— 
and the whole enclosed m the non yielding skull so that dangers 
of threatening increase of mtracraiual pressure must be giv® 
rehef Nor do we mean to include recognized middle meningeal 
hemonhage or patients showing signs of severe bram injury 
with nsmg blood pressure a slowing pulse, or other evidence 
that they are on the verge of physiologic circulatory breakdown 
and are making all elTorts to establish normal orcolatory condi 
tioDS m the offended bram by these accessory pressures 
me repeat that it is m instances of absence of decisive cranial 
symptoms that dural opening is questionable 

I^t me show you this beam recently removed The man 
suffered a shghtly depressed fracture m the left parietal region 
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but results in a broadened full length of the bullet wide track 
In this instance the tumblmg was confirmed by digital examina 
tion of the track The great shock of tumblmg and transmitted 
rotatory force lends to the gravity of these wounds Here be 
cause of the tumblmg of the misale in the scmiliquid brain en 
closed m its tight jar of skull the immediate pathologic changes 



Tg 17~^eDetn^ng bul n nound of bn n Cntnoce wound eiysmaU caustd 
by of build Note rt ns on of tnillet •Iter tumbling n the bra n 

maj not be limited to the track o( the bullet as shov.n in Bash 
for 1 s f ndings in the exammat ons of solid organs as kidney 
and hicr madt at the 23d General Hospital last %ear More 
remote arculat r> changes must be induced b> the coni trance 
of thc<u: moi cments 

Chn call) then ma\ ne not conclude that these patients arc 



84 


KELLOGG SPEED 


the inner table constantly suffers greater damage We mist 
more careful!) conaider the cause and mechanism of each wouii 
By that is meant part^ the type of missDe ln^•oh•ed. Gutte 
wounds from shrapnel may not at least theoretically dannit 
the inner table so mudi because there is lack of rotatory fora 
which is imparted to a bullet by the nfled gun barrel That fora 
m bullet wounds is certainly transmitted to some extent, to tie 
inner table m expanding concentnc wa\ cs and causes greater d^ 
stiuction of the irmer table Should not each helmet and sca^ 
be searched for e\idence of shrapnel or bullet mj ury and operati t 
procedure be parti) mduenced on that ground shrapnel gutters 
bemg of less importance greater destruction and more cortical 
damage with inthrown bone fragments being anbcqsated o 
bullet wounds 

Penetratmg Gunshots of the Head — ^Let me show )‘ 0 ’J tie 
roentgenogram of another patient (Fig 17) The bullet entered 
here in the parietal region and passed down and forsrard coma? 
to he just behind the right orbiL You wiU note that it is rei'ersed, 
that L> the point of the bullet now pemts exactly backward 
tosvard the wound of entrance In other word*, the bullet 
tumbled complete!) ta its passage through the semilniuid bma 
mass This finding is exactly in accordance with HorsIe)’'s W 
penments and it is an excellent example of bullet tumblmg m 
the brain. \ ou recall that his experiments were performed on 
skulh. containing their brams and the wounds were filled with 
plaster of Pans whrch took on the configuration of the wound 
track. In Cl cry penetration where the bullet remained in the 
skull It tumbles just do more If the \ eloa ty is high enough 
we ma) expect a through and through wound but in bullets 
which are parti) spent and arc destined to stop within the skuH 
the tumbling occurs. It is correctly and easily e.Tplained by the 
fact that resistance of the lighter nose of the bullet tends to retard 
it and turn it down The momentum of the heavier and balkier 
^jody behind crowds it forward until it swings in a circle and the 
bearer end finall) comes around to he m front as the nus^ 
travels on. For surgical pathology this has significance because 
the track madeb) the buSet is not a simple penetration tunnel 
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was situated just in front of the torcular and below the straight 
sinus which my finger could not find to be tom both sinuses 
being palpated The foreign body was removed and the scalp 
closed by a plasbc operation That was a month ago We may 
now partly dismiss the fear of bactcnologic pathology but not 
completely because I have seen these patients go on for ten or 
twelve weeks and then die of a slowly progressing meningitis 
espeaally if hermacerebn is present Hehasnoherma although 
the scalp has partly sloughed away over the bony defect No 
paralyses are present not visual disturbance but his mentaUty 
IS still weak (He left for the Base m good condition six weeks 
after injury ) 

Patients do recover from gas infections of the brain — I ob 
served one last year 

Judged from the standpoint of retention or thorough removal 
the question arises as to the relative irritation of intracranial 
hone and metal fragments Major Cushing referred to tlus 
pomt last week m speakmg of the brains tolerance of foreign 
Indies He considered that bone fragments caused more irnta 
lion intracraiually than metal because the latter were of them 
Selves slightly antiseptic On theoretic grounds— and cbmeal 
observation favors the conclusion— it seems to me that the well 
vascularized brain might be supposed to absorb m recovery 
small bone fragments depnved of their normal blood supply 
just as bone transplanted and Cndmg no pbjsiologic functional 
demand is absorbed elsewhere m the human body Probably 
both metal and bone are fairly negligible as bacteria carriers — 
rather must we consider the duty scalp hair doth and other 
substances earned m usually on H e mtial Hence we say get 
the metal All these bodies requuc imgation and removal if 
I^ible MetalfromshcUsisslcnlizedbytheheatoffire human 
s ull bone is reasonably sterile but the contammation comes 
from the external human tissues and dothmg 
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in gra\e condibon and should not be subjected to aditioia} 
shock, as from operation, untH they have partially recovered? 

In penetrating shrapnel wounds the bone shower into tb 
bram is relativ ely greater, but the total bram damage is not so 
great on account of the lade of rotatory motion. 

Here are two pabents represenbng mechanical pathology 
This first one had a through and through wound from one tem- 
poral region to the other, rather high up The skull was torn 
widely open, both hemispheres of the bram were deqil} guttered 
the longitudmal smus was obhterated The wound was cleaned, 
imgated, bone fragments remov ed, and the tnmmed scalp sutured 
<n er a dram of paraffin gauze He is consaous has no paialj'ses, 
but having seemingly recovered from his mechamcal pathology 
received two days ago, we must now fear the bactenologc 
pathology to follow The prognosis is bad. (Pabent paaed 
away four days later ) 

This second man exemplifies a type of mechanical 

pathology with a better prognosis The missile entered here jJit 
behind the orbit traver^ the front of the skull, and made eat 
behind the other orbit, fracturing the ethmoid, and frontal 
bones, and opening the base of the frontal fossa into whii J 
could pass my finger The brain itself was evidently not Iscer 
ated, but I had to remove every trace of ocular tissue all dan 
aged, so that he la blind forever He too tiag recovered from tis 
mechanical pathology, we now may fear bactenologic pathology 
from infecbon earned through or from contaminabon from opnt^ 
cares and orbits But he is dra inin g away well by both nares and 
orbits (He was sent to the Base two weeks later with normal 
temperature and every promise of recovery) 

Foreign Bodies Withm the Bram— RemovaL— As a rule may 


hind the nght ear with penetration of a sizable fragment of shrap- 
nel and with a shower of bone After trimming scalp and bone 
over a considerable area the mdez finger could just palpate tb* 
shrapnel lying m the ocaptal lobe about 5 mches deep K 
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RADIUM IN GYNECOLOGY-RESULTS WHICH HAKE 
rr WORTH WHILE 

5u>nniofy Preseolation of 4 pat cuts tKated by ladiutn Case I F bro d tumor 
Case II Chron c metntis Case HI Submucous uterine fibre d with cancer 
Case IV Inoperable cancer of body of uterus effects of radium treatment on 
temorrhagc — its great value as a palliaUve measure in advanced carc inoma 
ev eo though a cure may be unhoped lor 

These cases present different features and show the different 
effects from radium In two the results were most gratifying 
in the third they ncre disappointing, while m the fourth they 
were of distinct benefit 

Case I —Mrs D aged forty married twelve years has an 
espcaallj interesting history A fibroid tumor was detected 
with her first pregnancy wbidi look place soon after marriage 
The uterus was emptied as it seemed inadvisable to permit the 
pregnancy to continue A second pregnancy occurred and the 
uterus was again emptied Following this operation I did a 
\agmal myomectomy and removed sixteen fibroid tumors She 
has since had tn o normal labors 

On August 25 1917 she consulted me for hemorrhage and 
examination re^ealed multiple fibroid tumors which made the 
uterus about the size of a three months’ pregnancy On August 
30th 50 mg of radium with 1 mm of brass screenmg covered by 
rubber w ere inserted mto the utenoe cavnty She had \ ery bttle 
constitutional disturbance from the radium Twenty six days 
after the radium insertion a menstruation occurred which lasted 
three day s and w as about SO per cent normal m amount Tw en 
ty-ciRhl days later another menstruation occurred which lasted 
*1^ days normal in amount 


*9 
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Examination showed a uterus that as possibly some smaller 
than normal for a multipara of her age 

The mterestmg features m this case are 

1 Two periods following raotum insertion 

2 No menstruation for eigh* months 

3 Regular menstruation followmg 

4 The hyperplastic uterus has become normal m size 

This case mdicates that the action of the radium was prob- 
ably more pronounced upon the utenne tissue than upon the 
ovary 

Case HI — Mrs B aged seventy two referred by Dr 
Archibald Church consulted me May 5 1917 She was usually 
well until one week ago when she had a profuse uterine bemor 
rhage which has continued Has some coheky pains in the 
pelvis Menopause occurred at fifty two 

Exaaimation revealed a polyp about 3 inches m diameter 
presenting at the cervix 

On May 8th under gas anesthesia an examination was made, 
and the polyp was found to be very friable and attached by a 
small peicle near the fundus The mass was so fnable as to be 
easily removed by damping the pedide with an 8 mch forceps 
which cut through the p^de The rest of the uterus was entirely 
free of disease as far as could be determined bj touch Frozen 
section showed a cancer 

Radium (50 mg ) was left m the uterus for twenty four hours 
There were no constitutional s>Tnptoms from the radium 

On July 25lh examination revealed a small nodule at the 
vault of the vagina On the 28th oOmg of radium were inserted 
m the vault of the vagina Following this treatment she had 
sev ere bladder and rectal pains which lasted for tw 0 or three w eeks 
un loubtcdly due to the radium She passed a large amount of 
mucus from the rectum and considerable mucus and pus from the 
bladder 

August 28th exammation showed no signs of recurrence 
c vaginal vault VI as dosed bj adhesions Rectal exammation 
showed a very small uterus 

Sqilcmbcr 13lh The vaginal vault remains dosed There 
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She was examined N(nember9tb. The uterus was nornain 
size and I was unable to palpate anj tumor She had sbpprf 
the last two penods It is not uncommon for one menstrj! 
penod to follow the use of radnun, but it is unusual to ha« t« 
penods before cessation of menstruatiom This emphasizes tie 
importance of waitmg a considerable tune before using a seasi 
treatment, which will generally be unnecessary The fart tbt 
she bad two meostniations would be e\idence that the radim 
produced a marked effect upon the endometnum. The cded 
upon the os-ary we would expect to occur earlier 

Tins IS the first case I ha\e e\er seen where a fibroid tnoor 
entirely disappeared or disappeared bey ond ability to pa^te 
from any treatment S3\e operation This patient was «ic dat 
was ^ery favorable for radium treatment, as the tumor was not 
large and as the patient was near the age of the inenopai-sei 
and there were no su^iaons of any mtra-abdommal compba 
tions. 

GtSE IL— Mrs S , aged forty fi\e, referred to m* 

G if Glazer She had suffered from utenne bemeithage for 
sa months and between the peQod^ had a profuse and often 
bloody discharge and was obliged to wear a napkin contmuaDj 

Examination re%ealed a mucous polyp at the cervix and a 
uterus twice as large as normal The size of the uterus was easily 
determined as conditions were \ery favorable for bnnao^ 
pa^tiOD 

Radium (50 mg ) screened as m Case I, was inserted on 
Isovember 13 1916 and left m twenty fivebours Aprelmunai) 
curettage was made to exclude the possibibtv of malignancy 

December 21 1916 she reported that she had had two mea* 
stTual penods the first one very severe and the second ooemcd 
erate m amount. 

February 1” 191/ No bleeding smee Deomber 14 191^ 
The uterus considerably smaller than when radium was used. 

November 15 1917 she reported that since the radium was 
used she menstruated twice and then menstniatjon ceased fot 
ei^t months The last two penodc have come at the regular 
time and were normal m amount. 
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Stomach resonance on percussion norma! Moderate general 
abdominal distention No free fluid m abdomen The groiith 
in the median hne extends up 3 or 4 mches above the pubes 

Vaginal Examination — Vaginal portion of cervLX short and 
transverse diameter about twice normal The cervical canal is 
patent and is about J inch m diameter The cervix is indurated 
but not ulcerated The antcropostenor size of the uterus is 
from the pubes to the sacrum The growth extends to the bony 
wall on the nght and extends less to the left The uterine append 
ages are not palpable Conjomed |>aIpation gives an impulse 
over the uterus for 4 mches above the pubes There is general 
increased pelvic tenderness The vagina! discharge is purulent, 
watery and offensive 

The diagnosis is cancer of the uterus mvolving the peKuc 
peritoneum the right broad bgament and bladder wall The 
caranoma probably started m the body and has extended some 
what into the ccr\K The extensive mvolvement of the disease 
makes the case inoperable 

Treatment Propased — There seems to be no hope of cure 
We propose to use radium as a palliative measure We are very 
firmly convinced that the palhative treatment of cancer is 
highly important and has been much neglected m such cases 
The desperate condition of the patient is a strong appeal for 
serMcc It is a mistake wc believe to take all hope of life away 
from her as she has lost nearly everything else The palLaUve 
treatment is also valuable m such cases to rebeve the sorrow and 
anxiety of the relatives 


USE OF RADIin^ 

April 19 1917 50 mg of radium put mto uterus and left 

lor twent) four hours Screened with glass silver brass and 
^ cr No constitutional symptoms resulted from radium 

I pnl 28 1917 50 mg of radium screened as before in 

«rvix and fixed b> suture 

Ma> 7 1917 General condition unchanged 
laj 10 1917 ^ aginal examuiation Discharge about the 
same Cervix smaller and more fibrous Docs not bleed upon 
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IS a small nodule m the cervix and a <nial] nodule m the left Eu 
glands 

October 12th Both growths have enlarged. 

November 10th The growths m the cervix and Iliac ghndi 
are enlarged so that the) make one globular niass3or4inchesn 
diameter 

This case has some interestmg features Theprognosisseeaed 
to be excellent with the radium on account of the age of tis 
patient and the apparent Lmitation of the disease to the pohiv 
The rectal and bladder s)'mptoms were probablj due to inscS 
aent saeemng The case is interesting also as notwithstandL^ 
the rapid growth of the tumor there h_s been no recurrEJict cf 
the bleeding discharge or odor and the superfoal would t-S 
remained healed The radium acted satisfactoril) st-perfio^' 
but did not destroj the deep growth 

Case R — This case fc> pre<enled because positjve resdtJ 
have been obtained and because it shows the great power e! 
radium lo extensive cancers The histoij is as follows 

Apnl 17 1917 Mrs D aged fort)* 5 evea. ^\clgh5 100 
pounds Ooc j ear ago weighed 198 pounds loss in weight ap- 
parent!) due to cancer Famil) histon is negaU't Pre''*0'^ 
health good 

Present Illness —Dates back su months when constitutjoiu] 
and local sjwptotns commenced. For three months constant 
pelvic pain has been present which probabl) means pentffltal 
involvement. She has taken x raj treatments which she thinks 
have not given her aov relief or benefit She saj-s that she has 
become so much weakened that she cannot stand alone and ba» 
frequent faintmg «pells 

"Menstruations were normal until about Januarj since when 
she has bled most of the tune She h.->g had four pregnancies the 
lajtt m 1S9 j She has an ofiensive vaginal discharge which u 
constantl) blood) She also has increased frequenej of unca 
tion 

Examination by Dr Watkins, Apnl 17, 19I7 —Abdominal— 
Increased tenderness ovxr lower part of abdomen Kidn^ 
pulrf obtained on both sides and both arc apparently normal 



CLINIC OF DR DANIEL N EISENDRATH 


MiaiAZL Reese Hospital 


VARIETIES OF URETERAL STRICTURES 

Summery A paLeat septic ud with a ngbt lumbar pyo-unnary fistula following 
operation for supposed gall bladder disease demonstration of mpenneable 
ureteral stricture operat on— removal of enormously dilated renal pelvis and 
infected h>droaephrotic kidney causes and types of ureteral stnctures 

I ^visn to present today a young man twenty mne years 
of age who entered the hospital yesterday with the following 
history His present illness began eight years ago when he began 
to have dulls and fever accompanied by pain m the right lumbar 
region and the appearance of a swelling in this location All of 
these symptoms would disappear after the use of hot appUca 
tions During several of these attacks which recurred at irreg 
ular intervals he had been seen by physiaans who had made a 
lagnosis of gall bladder trouble He had a sore on his penis nine 
months ago and has had three injections of salv arson He has 
s had four attacks of gonorrhea but without any senous com 
P ications that he is aware of Six weeks ago while in another 
otj he had another attack of severe pain in the right upper quad 
rant ot the abdomen A diagnosis of acute cholecystitis w as made 
and the abdomen opened by a Iransv erse masion The painful 
cniarpment which could be disUnctly felt just below the nght 
costal arch proved to be a greatly distended kidney This was 
sutured to the antenor abdominal wall at the postenor end of 
c masion and a dramage-lubc inserted Later e'cammation 
J e surgeon showed an impermeable stneture of the ncht 
ureter m its upper third 

1 patient since admission to my servacc has had a marked 
kocytosis and a high temperature (lOa® F) a turbid fluid 
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examination Th e patient seems weaker tlian when she ins 
admitted 

Hay 17, 1917 SO mg of radium inserted into cavity of 
uterus 

Slay 29, 1917 Vaginal eiaminaticm shows some adhesne 
vagimtis 

June 4, 1917 Vaginal discharge has entirely stepped She 
has a fistula between bladder and uterine canal 

It seems madinsable to give more notes from the recoti 
The points of speaal interest in the further history of the ose 

are as follows 1 Cessation of all offensive discharge from this 
tune until the patient died 2 Absence of bleeding subseqi.ot 
to a few da^-s after the first insertion of radium 3 Cemcsl 
wound remained healed 4 The amount of pam was verymudi 
lessened and for weeks was controlled with one or two powdns 
dally COD taming i gram of codem and 5 grams of aspinm Tie 
patient died August 2d from general exhaustion 

Remarks —It is difficult to estimate the value of the radn® 
IB a case like this We believe the value of paUiaUve treatment 
should be emphasued that m the case of cancer the disease is 
often worse than death both to the patient and the reUtnei 
The abihtj to stop hemorrhage to stop the offensive dischaiSt 
and to lessen the pam can onI> be appreciated by those who have 
been mtunatel^ associated with the care of cancer cases 
The speaal mteresUng features as far as the radium was coc 
ttfned were that the wound healed and remained healed until 
the time of her death except for the uterov esical fistula whidi 
persisted The relation of the radium to the lessened pam is aa 
mteresUng subject The decrease m the amount of pam was » 
aH probabibO largely due to the ebmination of most of the iS 
fecUon and consequeoUj the lessening of the amount of round 
celled mfiltraUon pressure and s^tic ncuntis 
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VARIETIES OF URETERAL STRICTURES 

Sammary A patient septic and with a f ght lutnbac pyo-urinary fistula following 
operat on for supposed gall bladder disease demonstration of wnpermeable 
ureteral itr cture operat on— removal of cnonnously dJated renal pelvis and 
uifecled hjdronephrotic kidney causes and types of ureteral strictures 

I WISH to present today a young man twenty nine years 
age who entered the hospital yesterday nith the following 
wstory His present illness began eight years ago when he began 
to have chills and fever accompanied by pam in the right lumbar 
rpon and the appearance of a swellmg m this location All of 
these symptoms would disappear after the use of hot applica 
bons Duimg several of these attacks which recurred at irreg 
ular intervals he had been seen by physiaans who had made a 
■^gnosis of gall bladder trouble He had a sore on his perus nine 
inont^ ago and has had three injections of salvarsan He has 
^ had four attacks of gonorrhea but without any senous com 
P caUons that he is aware of Six weeks ago while m another 
aty he had another attack of severe pain m the nght upper quad 
rant of the abdomen A diagnosis of acute cholecystitis w as made 
e abdomen opened by a transverse mosion The pamful 
< ^rgement which could be distmctly felt just below the nght 
^ pro'ed to be a great!} distended kidney This was 

th J^tenor abdommal wall at the postenor end of 

b ^ ^ drainage-tube mserted Later examination 

.,L. showed an impermeable stneture of the nght 

ureter m its upper third 

Icu^^ P^bent smee admission to my service has had a marked 
Kocytosis and a high temperature (10a* F ) a turbid fluid 
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constantly escapes from the posterior end of a trans\-erse 
sided upper abdominai iodsion. The U'assCTinann reactca a 
negative. Radiographic ezanunation of the urinai} traclrnols 
no shadows of calculi Upon q-stoscopic esamination the r>eh 
ureteral orifice is seen to be quite prominent and red, bnt 



Fig 18 — H/drtwephrosis Kccndao' to lofiaomstory 'torture of tie rsit iifeia 
Note x-ity catheter iceertcd toletdof 'tncturc la lumbar portion o! ureter 


urine is ejected from it Xo S ureteral catheter cannot be passed 
further upward into the ngbt ureter than to a point correspOP'^ 
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constantly escapes /rom the postenor end of a transvene n^lit 
sided upper abdominal inasion The Wassennann reactioa s 
negabve Radiographic exanunabon of the urinary tract rnei 
no shadows of calculi Upon cystoscopic examination the nglil 
ureteral orifice is seen to be quite prominent and red but n 



Fig 18 — Hydroaepbrosis tnonbir to influDiBatory cincture of tie rsht 

Notei-ray catheter uiscned to le dofjtnctureuiluaibarpoftjoaofu'* ' 

unne IS ejected from It No 5 ureteral catheter cannot be pass^ 
further upward into the rght ureter than to a point correspond 
mg to the junction of the middle and upper thirds The stncture 
docs not permit even of the passage of a f hform ureteral catheter 
For this reason and on account of the fistula previously referred 
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to, It IS impossible to fill the ureter above the point of obstruction 
with fluids like thorium collargol, or argentule which we per 
nut to flow b> gravity through the ureter in order to obtain in 
formation in regard to the ilegree of dilatation of the ureter or 
renal pelvis This is a method of diagnosis known as ureterog 
raph) or p) elographv as the case ma> be Although this method 
IS condemned b> some as being a very dangerous one I feel that 
if we do not employ force to inject the fluid but permit it to 
flow in by gravit> it is no more dangerous than a c\ stoscopj 
We have inserted an x ray catheter to the pouit of constriction 
and taken an x raj picture of the entire urinary tract This 
demonstrates that the stricture m the nght ureter is located 
at the lev el of the upper border of the fifth lumbar vertebra t e 
in the lumbar portion of the ureter close to a large shadow 
which IS evidently the much distended renal pelvis and kidney 
(Fig 18) 


The functional test (phenolsulphoncphthalem) and examina 
tton of the urine obtained by catheterization of the opposite 
1‘iiJnej show that a nephrectomy of the right sided infected 
hjdfonephrotic kidney would be a safe procedure ^\e shall 


now procccil to perform a right nephrectomy 

Comments During Operation and Examination of Removed 
Kidney— The ncphrcciomy was a most difiicult one owing to 
the eviensiv c and firm perinephritic adhesions It vv as only by 
imploying the subcapsular method recently advocated by \\ J 
'la)o (Surgery Gynecology and Obstetrics vol wiv Januan 
1^17) that the renal pedicle was isolated without tearing the 
'c< da There were no accessory artenes or vems to the upper 
or lower poles The renal pelvis was ten'K;!) fillet! with fluid 
IS portion of the kidnev was the size of an orange and was 
ound m ihi ihac fossa \t its lower end the dilatation ended 
abruptly Is cxammalKin of the removed kidnev (Tig 19) will 
ow bdo\\ this «uddcn decrease in size of the renal pelv la 
^as a complete obhtention of the lumen at a point where the 
>101 lar ureter bid bren convirtctl into a fibrous lord for a dia 
tance of 1 tndi The kidncv on M.ction anil upon its surface 
ows an idvancctl infection in the <ihaj>e of multiple mibarj 
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of albuinm and hyaline and granular casts These threatening 
uremic symptoms yielded rapidly to treatment and patient was 



Fu; 20 —Pytlogram of bydroncpluo&is due lo tincture in lumbar portion of the 
ngbl ureter 

able to get up on the tenth day The ^^ound discharged for 
about three months but remained healed after that time 

OF ETIOLOGY OF STRICTURE IN ABOVE CASE 
and OF STRICTURES OF THE URETER IN GENERAL 

The most con\cnicnt dmsion of strictures of the ureter from 
e standpoint of cliologj is into congenital and acquired as 
lollows 
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1 1 Valve fonaation (Fig 21) 

2 Actual narrovuig—’iiiAre or less complete (Figs. 22 and 21) 

3 Spiral twists (Fig 21) 

f| l CompressioQ by neoplasms. 

2 Accessory vessels to lower pole of kidney (Tig. 2S] 
3 Tiannu to peri'OreCeral tissues 

1 Inflamioatory (pyogenic) 

2 SecoDdaty to tuberculosis of kidney (Hg 27) or 
blaiUef 

3 Secondaiy to impacted calculus (Figs. 23 and 2S] 
4 Primary carucoma of ureter 




yjg 21 — Sectiocial view of fcumao ureter ihowing normal points of constncMO 
valves wilhifl lumen and spiral twuU ot ibt ureter (Byron Robinson) 
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Congenital Stenoses of Ureter. — Now let us first consider 
the congenital forms These are held to be rathci rare by some 



, , ureter on one side shows points of steno'is just below 

N ’ I "ith msiteil h>dnMiRtcr between point* if i m'triclion 

cc I urelcp. Inth cnatK ililitcd as result of obliteration at 1 iwer end with 

I n mill 1 h 1 iir (1! istiuml 

I'riUrs (Ciulk Ilunncr) but the contributions on this subject 
^ '>tliim!t\i and ni%scif> demonstrate that thc% ilo not occur 
I tnnils of vijrpfr^ pijn ,,| j„ 



anllili*! toil x<l XU j,ur tmer Med \ssoc 1911 x<l 
I'-urc Mjj igj; stt 
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fis infrequently as we ha\e been led to be]ie\e Thej seldom 
shou anj S3Tnptoms m earl3 life, and m mj last case the pa 
tient who had complete congenital obliteration of the ireterjust 
abo\e the bladder fFig 23) was fourteen jears old when the 
first S3Tnptom appeared and naa operated on at theageof twent) 



Fig 23 fhotosrapbof h>droiicphronc Udne> and h\dn>-ijretcrfromoneof 


narromnsjust below leml i>tl ■!» 

eight Congenital stenoses of the ureter are not aln a33 the result 
of obbteraPon of the lumen but are frequentK the result of a 
spiral twiat in the course of the ureter or the persistence of fetal 
%ahes (Fig 21) The congenital obstructions due to obliter 
ition of the lumen ma> be permeable or impermeable and are 
found in one or more of three locations i e just uilhin or abo\e 
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the bladder at the brim of the pelvis or at the junction of the 
ureter and renal pelvis (Fig 23) 

There may be stenoses simultaneously present at two levels 
and marked dilatation of the ureter between the two The 
ureter and kidney seldom attam such an enormous degree of 
dilatation m acquired (Fig 23) as they do as the result of con 
gemtal stenoses of the ureter 

In the 5 cases reported by me m the article* referred to the 
ages of the pabents when the first ^roptoms appeared vaned 
from se\en to b\entj -eight years Up to the time of the pubh 
cation of this article 67 cases had been recorded including my 5 
cases The most important cases are those in which the vesical 
end of the ureter is closed so that the greatly dilated lower end 
of the ureter protrudes into the lumen of the bladder the pro 
trusion varymg m sue from that of a small pea to one which 
fills the entire interior of the bladder A survey of all of the 
published cases of congemtal stenosis of the ureter shows that 
dmically they belong to four classes 

(1) Those m which the condibon remains latent throughout 
life and IS an acadental Cndmg at autopsy (Fig 22) The major 
ity of the published cases belong to this class (2) Those m 
which an abdommal tumor usually an enormously distended 
Meter or kidney or both (Fig 23) is found clinically (3) Cases 
With acute onset of symptoms of renal mfection the operation 
disclosing the underljang condition (4) Those m which disturb- 
ances m micturition are the prmapal symptoms usually cases 
®f intra\esical protrusion of a closed lower end of the ureter 
(Fig 22) 


Acquired Strictures — Infiammalory — Kelly and later Hun 
ner* have called attenbon to an important clinical group ot 
cases of sbictures of the ureter in women Hunner belies cs that 
they are usually due to metastabc infection of the wall of the 
tirctcr the primary disease being in the teeth tonsils etc In 
12 of his SO cases the condibon was present on both sides 


|AniiiIs of Surety \-ol Lav M»y 1917 
B r WKs and Johns Hopkins Hospital 



t04 


DANIEL N EISENDEATH 


The clini cal picture under which this form of stricture of the 
ureter appears is not unlike that of the congenital % anetj m 
(a) as hjdronephrosis, (6) intermittent attacks of renal colic 
(c) as pj elitis resistant to pehic la\-age Of his 50 cases 2 were 
of gonorrheal ongui 3 due to <^*511115 and the r em ai n der metas- 
tatic. The stnctuie was within 6 on of the bladder m 53 cases, 
near the pehuc bum m 6 and near the kidnej m 1 case 



Fig 24— Traan„ ot p>ek>gnai fron lutliort tase of ngbt-sided tanas*!* 
«tnctua of tlia lumbar portioB of the uwtor witli sococd^iy diiaUUOQ of aa*l 
pel TS. Compii* large irregular aliadoir of hydrODeiihzotjC tidoey *s!ls 
shadow of opposU sde. 

Strictures of ^phibuc ongm ha\e so far as I know nc%«’ 
been described but there is no reason whj thej should not cnst 
here as m other hollow siscera 

Slnciures Due to Injury and to Impacted Calculi —Although 
laceration of the ureter as the result of blows or other forms of 
non penetrating injury do not occur frequent!) one must not 
cnerlook such a possibilit) Ih the patient whose p)'elograci 
i 3 shown m Fig 24 a blow over the nght kidnej region was fol 
lowed a few weeks later b\ att..cks of coLck) pains radiating 
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downward along the right ureter Upon attempting to insert a 
catheter into the right ureter, obstruction was encountered in its 
lumbar portion and a pjelogram revealed a moderate degree of 
hydronephrosis (Fig 24) 

A most instructs e example of how a calculus impacted m the 
ureter can cause a decubital ulceration of the mucosa w ith result 
ant stricture formation and hydronephrosis is shown by the case 
from which this speamcn was obtained (Fig 26) This patient 
was a girl of twenty who had suffered from attacks of ureteral 



CO 1C for a number of years a Ray examination showed a tooth 
apa! calculus in the ptKic portion of the right ureter il ig 
"u iimoaal of this calculus a urinary listuli persisted 

^rc was lompktt. oblitiration of the ureteral lumen at the 
P'lnt where the calculus hul been lodged On account of the 
pri'-cnce of an inficlitin of the kidnea a rcmoaal of this organ 
riM did the fact that back pressure upon 
' lnc\ w ith markixl ihlatntion of the renal pcl\ is and caly ccs 
sect nipanKt! |)\ mfutum h ul existid for «omc timi 



104 PA^'^X N laSEXDEATH 

The duucal picture under yhich thxa fonn of 'tnctnre cf tis 
ureter &ppezis not unlike that of the congenital %- 2 net} ro, 
(tf) as h) dronephiws, (6) intenmltent attacks of renal coSc; 
(c) as p> ehtis resistant to pchic la% age Of Jus 50 cases 2 wtrt 
of gonorrheal ongm, 3 due to q-stitis, and the re ma i n der metas- 
tatic. The stricture was within 6 cm. of the bladder a 53 cases, 
near the pehnc brim in 8, and near the Lidne> in 1 case. 



24.— TraaC; of pytiosam fxoa actior's of 

gtnctan of th« Inctox pcsoxt of l£e ureter »sUj tecooduy cCaliOt* 
pelvu. Coepaie Ur^e uicjvJar ttsdov of tydrooepirotjc kidney wili 
K'-iA rrw rf opposle side. 


Stnetures of «)phnitjc ongm ha^e so far as I know, nnff 
been described, but there t» no reason whj they should not curt 
here as in other hollow Mscera 

Stnetures Due to Injury and to Impacted Calcidt — Altio’-i^ 
laceration of the meter as the result of blows or other forms of 
noD-penetrating injury do not occur frequentlj one im-st cot 
tnerlook such a posilbUitj fa the patient whose pjelogiac’ 
shown m Tis 24 a Wow o\er the nghl kidney region was fol 
lowed a fc^ weeks later fa attac!« of co 1 jcL 5 pains radiating 
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downT\ard along the right ureter Upon attempting to insert a 
catheter into the right ureter, obstruction was encountered in its 
lumbar portion and a pjelogram revealed a moderate degree of 
hydronephrosis (Fig 24) 

A most instructs e example of how a calculus impacted in the 
ureter can cause a decubital ulceration of the mucosa with result 
ant stricture formation and hydronephrosis is shown by the case 
from which this specimen was obtained (Fig 26) This patient 
was a girl of twenty who had suffered from attacks of ureteral 



Cl ic or 1 number of years x Ray examination showed a tooth 
' apwl calculus in the ptKic portion of the right ureter (Fig 
a \ftcr rcmo\a 1 of this calculus a urmar\ tistuU persisted 
ere was coaipUic obliteration of the ureteral lumen at the 
int w icrt the calculus had been lodged On account of the 
cscncc of an inficlion of the kidnex a removal of thi^ organ 
hick pressure upon 

c 1 nex wnh markcxl dilatation of the renal pcK is and caly ccs 
mi aninl b% infection had exMed for Mtmc time 


104 


DA^'II:L > ElSEVDEATn 


The clinical picture under ithich this form of stncture of the 
ureter appears is not unlike that of the congenital %anet) m 
(a) as hydronephrosis, (J) interButtent attacks of renal ctilir 
(c) as p} ehtis resistant to pehnc la^ge Of his 50 cases 2 xere 
of gonorrheal ongm 3 due to cystitis and the remauider metas- 
tatic. The stricture was within 6 on of the bladder ffl S3 cases, 
near the pehnc bmn in 8 and near the kidnej in 1 case 



Pig 24 — Trades ot pytlogram from author's case ot nght-sideil traunai* 
stncture of the lumbar portwo of the ureter inii seconduy dilatatjf® of mul 
pelns. Compare large irregolar shadow of hydrooeph/otie kidfley *1*^* oornw 
shadow of opposjta side 

Strictures of sj'phihtjc ongm have so far as I know never 
been desenbed but there is no reason whj they should not cn-t 
here as in other hollow viscera 

Stnciures Due to Injury and to Impacted Calculi — ^Although 
laceration of the ureter as the result of blows or other forms of 
non penetrating injur> do not occur frequcntlj one must not 
overlook such a possibility In the pauent whose pjelogram 
15 shown in Fig 24 a Wow over the right kidney region was fol 
lowed a few weeks later by attacks cl coZickj pains radiating 
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downward along the right ureter Upon attempting to insert a 
catheter into the right ureter, obstruction was encountered in its 
lumbar portion and a pjelogram re\ealed a moderate degree of 
hydronephrosis (Fig 24) 

A most instructiv e example of how a calculus impacted m the 
ureter can cause a decubital ulceration of the mucosa with result 
ant stricture formation and hydronephrosis is shown by the case 
from which this specimen, was obtained (Fig 26) This patient 
was a girl of twenty who had suffered from attacks of ureteral 



t U 2' Ua\ tracine of cilculua im| aclc'l in pel ic ureter comj licate 1 bv 
«! anrol mfctiiil h> !r nephro ■» and streture of ureter at ]>oint of impaciion 
fauth r* ca^el 

colic fir a number of ycirs x Rax examination showed a tooth 
‘'hipttl calculus in the [hUic portion of the right ureter flig 
23) \ftcr rcmoxal of this calculus a unniry fistula persisted 
There was tompUii obliteration of the ureteral lumen at the 
l»int where the calculus had been lodged On account of the 
pri-'cncc <f m mfiction of the kidney a rcmoxal of this organ 
Was niccssa-y and rcxnlcd the fact that back pressure upon 
the ki Incx with marked dilatation of the renal pcKis and calyces 
iccimijnnnil bx infictiim had existed for ^mc time 
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The clinical picture under which tbs form of stncture of tie 
ureter appears is not unlike that of the congenital \-anet), re, 
(a) as hjdronephrosis, (5) lotermittent attads of renal coir 
(c) as p3 ehtis resistant to pd\ic laaage Of his 50 cases 2 teti 
of gonorrheal ongin, 3 due to cystitis, and the remainder Betas- 
tabc. The stricture was withm 6 on of the bladder in 55 gjes, 
near thepehncbruninS^and near the kidne\ m I case 

( } 


O 


O 

A 



Fig J4 — Traoeg ot pjeicgniD from autiior's cue of 
stnetete of the lumbar portara of ibe ureter miii aecoadaty 
ptbis. Co mpar t large imgutar ihadoit of b^ilmiepbrotic ki<- 
stadoir of oppcaie side 

Strictures of ^-philitic ongm ha\e so far as 1 ki 
been described, but there is no reason wh) they should 
iere as in other hollow %Tscera 

Stnefures Due to Ittjury and to Impacted Cakuh —Alt 
laceration of the ureter as the result of blows or other forr 
non penetratirg injur> do not occur frequentlj, one must r<j 
merlook such a posSibiht> In the patient whwe pjelogram 
I, sbovre in Fig 24 a blow mer the nght Lidnej region was fol 
lowed a few weeks later bj atucis of colickj pains radiating 



VARIETIES or URETERAL STRICTURES 107 

trmsic strictures of the ureter A pnmarj carcinoma of the 
ureter is comparatively rare but a suffiaently large number of 
cases have been reported to justify such an origin in the differ 
ential diagnosis of ureteral strictures 

Other but rarer causes of struture of the ureter of an inflam 
mator) nature are those following gonorrheal infections of the 
ureter of which several cases have been reported and agam 
strictures of the ureter due to extension of the infection from a 
periureteritis complicating pelvic infections in the female 



I 27— rucmalappcarancflonlffOandseclonxIwen fon n^ht' of t>p cal 
»Min|lcofdlatali n of thcurcfmnd »nalp«l v&'ccondao lua tubcrculou sir 
'U « cl the ureter m a case of tubcrculo » of the kKlnty 


arcr causes of stricture arc those due to inclusion of the ureter 
in ligatures applied during hjstcrcctomy and temporarv inclusion 
® the ureter m the bite of the artery forceps during similar opera 
tions 

Stenosis of the Ureter Due to Compression of the Lumen by 
Accessory Vessels at the Lower Pole of the Kidney —Attention 
''as first directed to this subject bv an article of Lkchorns 
'^fh f him Chir 1907 82 Oaa) but the clinical importance 
® such an anomalj was not appreaated until W J Ma>o 
J®ur Amcr Med Assoc 1909 62 1383) reported a number of 
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Other causes of acquired stricture of the ureter are tuberni 
losis and carcinoma The former maj cause occlusion of the 
lumen at a comparatnclj earl> penod or not until a late sta e 
of the process I ha\e obsei\ed such strictures due to tubercu 
lous ulceration mfh secoodai^ cicatrization at all leiels If it 
occurs near the bladder the ureter and renal pehis (F g 2 ) 



F 6 — Ibdronephro t k dne\ f om ca«« of me ure of ihe ure er 

ca cuius W’l np«( liort on of u cter No edit olo of mucous rme™ 
Uienioder»lel> d laled cal}CC»of renal pel * howngmark-d nfeU n 


become Ncr^ much dilated If the stneture is at the juncton 
of the ureter and renal pcKis an tnormous hjdroncphrosu nia\ 
result the tuberculous ongin of which is often difTcult to demon 
strate Neoplasms e«peciallj those ha\mg their ongin m the 
structures of the true peKb uterus bladder etc ) ma) cau-'C 
compress on of the ureter with sj-mploms hke those of true m 
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ureteral orifice and a normal right one A ureterogram revealed 
the presence of a distinct hmk in the left ureter opposite 
the lrans%crse process of the fourth lumbar \ertebra with a 



nn of urrlfr due to accessory artef) an 1 \c n to lower 

Ltdno I'lulhor % ca‘*el 

dihliiion of the ureter iboM that point and a moderate ilcgnc 
dilatation of the renal pth ib itself 
\t operation during ihib sta} m the hospital \\c found that 
^ Kfl ki inc> Mas griath cnlirgctl and tcn'^ch di'tindctl with 
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cases which he had obsened The accessor} artet} la all kt 
2 of the 20 cases came direct!} from the aorta and at times wa 
behind and in others m front of the ureter, but m either of tte^ 
positions the pressure of the alters on the ureter or the adhesions 
betr\een the \esseL and the renal pehis were capable of deselop- 
mg a bint Ekehom in his senes of 2 j cases of h^dronephro-o 
found the accessor} \esaels antenor to the ureter m ti! per tent 
and postenor in 28 per cent If those 'essels are postenor the 
ureter IS tint ed at the point of stenosb while if thej are antenor 
it la compressed 

I desire to sbon }ou here a «peamen (Fig 28) from a mo't 
t}'pical case of the \anet} where the accesson ^esseU I'hId 
anterior to the ureter caused compression mth the deielopment 
of a «ecoadar} h}droncphrosia The patient was a bo' of 
nmeteen He was first seen on \o%ember 13, 1916 
hiator} of having been pcrfcctl} well up to the tune when be 
received a kick in the left lumbar region while plavmg footbiB 
two }car8 before (1914) Since that tune he bad recurrences of 
cohek} pams radiating down the ureter once a month lasting 
one to two da}s For a period of months prior to mj 
examination the«e attacks had recurred about twice a week 
There were no disturbances in unnation during the attsdJ 
The pam was e«peciallv marked over the region rcpre«entag the 
antenor portion of the abdomen The past huton wa» negative 

A careful examination was made of the unnarv tract at that 
tune with negative results the onl} findmg being that the Idt 
ureteral onfice was sbgbtiv more prominent than the nghl and 
was edematous 

He was seen a «iecond time m March 1917 In the mterval 


He was readmitted on Ma\ 1" 1917 At that tune the 
s>Tnptoms were more marked o%ct tht left kidnev there being 
a distinct tenderness m the left iliocostal 'pact Roentgeno 
grzBis oS the unnarv tract failed to «bon am abnorms) «hatlovrs 
Cvstoscopv rev ealcil a slight!} edtmalous and reddened left 
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ureteral orifice and a normal nght one A ureterogram re>-ealed 
the presence of a distinct kink in the left ureter oppoite 
the tran^^e^•e process of the fourth lumbar \ertebra with a 
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fliud On the surf4ce of the Lidne> were a number of scattered 
mlharj abscesses The size of the Lidnej was in a great measut 
due to the enormous enlargement of a tenselj filled pcla 
This enlargement ended abruptl\ at the point where the ureter 
began and this sudden diange m caliber was due to an almo't 
complete obliteration or compres«ion of the lumen of the ureter 
b) an aberrant arterv and vein each about the «t 2 e of a damisg 
needle which pas«ed directly from the aorta to the lower pole of 
thekidnev (Fjg 28) As soon as these w ere divided after bemg 
ligated fluid was immediatelv «een to pass from the tenselv dis- 
tended pelvis mto the ureter past the former point of constnctioa 
The mam renal v eaaoU entered the middle of the hilum of lit 
kidnej On account of the eTten'ive infection present it wa» 
deemed adv isable to perform nephrectom> 

The patient made an uneventful recover} The kidnej on 
section showed the tvpical picture of an infected hvdronephross 
with on!} anarrow nm of thepareDch}ma left 

The latencv of the svmptoms up to the age of «iTtecn can onh 
be explained b} the fact that not until the trauma had au'ed 
some disturbed renal conditions that Ui the congestion of the 
ureter at the point of constnclion did the s}mptonis of obstnic 
tion appear and the«e onlv becairc more manifest when the 
infection «ct m 

diagnosis and treatment of ureteral strictures 
T he clinical pictures under which ureteral stneturea appear 
are as a rule as follows 

1 Recurrent attacks of colickv pam simulating appendicitis 
ureteral calculi and kmkmg of the ureter due to mov able kidncv 
In ever} doubtful ca*e of appendiatia one should never neglect 
a thorough examination of the urmarv tract as a routine procedure 
before operation is done 

2 The appearance of a tuiror m the Lidnev region mav be the 
first 'ign of the presence of a slncture or obstruction of the ureter 

3 Evidences of renal infection chills fe\ er etc 1 with er 
without previous svmptoms like tumor or ureteral coLc ma} be 
the predominant features of the case 
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4 Unusually se\ ere reactions from ureteral citheten/ation 
either in the form of pain or symptoms of infection are recorded 
by Ilunner as of great importance in leading one to suspect the 
presence of ureteral stricture 

Instrumental e^ammation that is the introduction of bougies 
of different calibers supplemented by ureteral p> elographj is 
the only accurate method of maLmg a diagnosis of ureteral stric 
ture when n renal tumor is not present In passing the ureteral 
bougies or catheters in suspected cases one must not overlook 
the fact that the instrument may catch in the folds of mucous 
membrane and in the uietperienccd hand lead to the diagnosis 
of true ureteral obstruction For the purpose of determining 
the cal her of the stricture the use of a set of bougies such as those 
shown m Fig 29 is necessary These are easier to insert as a 
rule m the female than m the male Garceau s tapering cath 
etcr IS also of great value in the diagnosis and treatment of such 
strictures If the presence of infection contramdicates the use 
of the dilating bougies or the stricture is of an impermeable 
character opcraliv c procedures must be considered 

Tor strictures at the upper portions of the ureter a form of 
pastic operation after the maimer of pirformmg pveloplastv 
jy the Heincke method has been successful in a number of cases 
nd to end anastomosis and similar methods of ureteral anastn 
mosis have never been successful m the human being on account 
01 the infection present as well as the tendency to stricture for 
malioti at the point of anastomosis 

\t the lower end of the ureter if dilatation is unsuctessful 
one must consuler the adv isability of dmdmg the ureter abov e 
e point of stenosis and rcimplanling it into the bladder bv 
Eoncrally accepted methods of performing this t pera 

In cases of impermeable stneture and in those accomp inied 
a considcnblc degree of hydronephrosis as in the cast, just 
il^rlct nephrectomy with removal of the ureter down to the 
!>■ mt of stricture is the onlv method of procedure 
fr< treatment of congenita! strictures docs not tlilTer 

I’l t It of the acquired variety except that the qucsti n of 
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Ft 29 ‘^ofuFcCCTalcaLVtcr- «c used b Dr Cu L H-narr o B cct 
rtrind lip re_al calbetrr mub »ia* bcR» 6 oi e tij renal calietfr >ntb lar-twu 
b-jlb protected on e Iber de «nh «Dialler bulb Gareeau jrraduated •hi-L'e t? 
catteter d CeiiMe bou~ie ( mm dianieUr — «iae« an from 3 to 10 nru tie 
.•raEer ize*bon useful I rd lat ng itrou h tie cj <« ,» froc le'oir ard tie 
lar-er «ize5 for retronade dJataumi from abo e ahalebone tiiform— tin-irs 
cizwareusedtiroo^hliect t<«eone ^ metal searcher ih ol e lip i r^lilWi 
d latnr (3 in=Lj with cursed eJ e Uj * meul bulb d lator mm. mli cuTf^l 
out e up 


operam e procedure is much more difficult to toll e on accoLBt of 
the enormouo dilatation with the resukm^ thinning of the walh 
of the ureter abo% e the point of stenosis 
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AOTTELY STRANGULATED INTRA-ABDOMINAL TUMORS 

Svmmry Case I Large ovarian cyst acute torsion of pedicle with hemorrhage 
into cyst and into the pentoneal cavity, removal of cyst by laparotomy 
Case IL Tubo-ovarian cyst with tmsted pedKk removal of cyst by lapa 
tolomy, discussion of pathology symptomatology, diagnosis, and treatment 
of acutely strangulated mtra abdonunal tumors 


CASE I 

Htstoty —The patient is a married woman, aged forty eight; 
nationahty Irish, occupation is chiefl> housework 

Three days ago, on Monday, June 11, 1817, on getting out of 
bed m the morning she felt a sudden sharp pam m the right lower 
quadrant of the abdomen It uas cramp like, or, as she describes 
It, ‘ like a labor pain ” The pain was followed immediately by 
'onutmg and a feeling of extreme weakness Soon thereafter 
the patient sajs she fainted, but the “faint” lasted only a few 
™nutes and she was not completely unconscious, she thinks 
pain and prostration were so severe that the patient went 
ack to bed and remained there all day, the pain still bemg con- 
ined to the right lower quadrant, but not mcreasing in seventy 
The nest morning, Tuesday, while still m bed the patient had 
a sudden and even more severe recurrence This too, was right 
ower quadrant pain She actually fainted this time and re- 
mained unconsaous for some mmutes The prostration was 
' '0 ere A doctor w as called, who took her temperature and 

ffported It to he 102° F He said that her trouble amounted to 
nothing, that she was merely pregnant' 

The pain continued throughout the day and night and the 
Patient, who did not bclie%c herself pregnant but thought she 
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had some senous trouble had another doctor called who made i 
diagnosis of abdominal tumor and adwsed her to go to the hosp ta! 
for operative reino\aI She was afraid of the knife then aad 
declined but today the pam and vomitmg continuing unabated 
as on the three previous da>'s, she consented and was brought 
here 


She has been quite thirsty e\ er since the onset of the pam on 
Monday While m bed she has been restless Her folks noticed 
on Tuesday that she looked pale and they thought her fact 
swollen She noticed no dimness of \Tsion no shortness of breath, 
and no jaimdice Her bonels did not move Jlonday, Tuesda) 
or Wednesday, but they mo\ed spontaneously tius morninf 
(Thursday) m moderate quantity 

Her last menstrual period was May 20th The flow was cot 
quite so profuse as usual There has been no bloody i-agfflil 
discharge at all since then Her next preceding period wss 
about April 20th and was of usual duration She does not bfr 
Leve herself pregnant Her flow is usually from two to three 
days but the periods between flow \ary sometimes from the 
twenty-cight-day t)-pe She has been married twent) two j-ears 
and has had fi%e normal full term deh\enes and one miscamagt 
at eight months Lost pregnancy was eight years ago 
She has had no prcMous illness except rheumatism 
Examin ataon.— The patient s pallor is sinking m so well 
nounsbed a woman She is greatly prostrated but not espeaaUy 
dy«T)neic. On entrance to the ward the foUowmg obsenations 
were recorded Temperature 102® F pulse 108 thin and thready 
respirations 24 

E x a m i na tion of the head neck and thorax is negati^ e The 
abiomn is rather distended There is dulness on percussion 
jn the right flank extending up as high as the umbilicus Acte- 
norly and m the left flank there is tympany There is some 
increased resistance to palpaUon m this area but no mass cm 
be definitely outlined FenstalUc sounds are present There « 
no penloneal fnctioa rub audible 

Vaginal e x a m i n ation shows a little thin bloody discharge 
(the paUent s menstrual penod is just about due) ^o particular 
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change m color of the vaginal mucDsa The uterus lies rather 
bgh but can be moved in every direction, though not quite so 
freely, perhaps as normally The n^t fornix seems to show a 
httle more resistance than the left but no mass is palpable 
There is no tenderness on vaginal exammation 

Blood pressure Systohc 122 diastohc 84 Blood examina- 
tion White cells 17,000, red cells 2 370000, hemoglobin 50 per 
cent Unne examination is negative no albumm or casts 

Comments — Dr Hallock who is on the exammmg room 
service and adrmtted the patient to the hospital made a diagnosis 
of ovanan cyst with a twisted pedicle The mtera who wrote 
the history thought a ruptured ectopic pregnancy more likely 
in view of the bloody show found on vagmal exammation and the 
low red count and low hemoglobin percentage Both interns 
recognized at once the urgent nature of the case and the necessity 
for immediate laparotomy I cannot understand bow the 
patients family physiaan could have overlooked the urgent 
nature of the case and assured her that she merely had the 
vomiting of pregnancy The consultant whom she called recog 
njwd the surgical nature of the case and is not in any nay 
responsible for the delay m gettuig her to the hospital 

l\e must now operate on a woman with only 50 per cent 
emoglobin who has been m more or less shock for three days 
be IS nearly fifty years of age Had she been brought here 
at once after acute abdominal pam prostration and vomiting 
owing a surgical abdominal emergency her chances for re- 
Wvery would have been materially unproved The blame for 
s delay is partly the patient s and partly the fault of the 
^ y doctor whose incomplete examination or lack of surgical 
acumen failed to discov er the patient’s danger Consequently, 
« ailed to urge on her the immediate action so necessary m her 
case 

1 am rather surprised that after seeing so many doctors the 
^ cnl has not had a diagnosis of acute appendiatis made 
at is so frequently the error m cases of nght-sidcd twisted 
®'inan cj-sts or ruptured nght ectopic pregnancj Appendiatis, 
■awever, can be ruled out easily here There was no diffuse 
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abdominal pam at the onset The pain was located m the 
lower quadrant from the start and has remained there all the tat 
Its onset was sudden. So eaauaating was it that the pabeel 
twice famted from the suffering The pain at the onset of 2 ?- 
pendiatis is, as a rule, not so sei ere that the patient goes cb 
shock and faints, whereas with an acutely twisted crvanan qst 
collapse or famting IS the rule Furthermore there was no feio 
with the onset, although the temperature was taken on the second 
day of illness by the doctor Fe\ er of 102® F has now dei-dopd 
after three daj's of 

Ileus IS not present Her bowek mo\ed well this moni2| 
after three daj's of constipation Vonutmg is no more beq' at 
today than it was at the onset 

The mtem m his history has well brought out the deitlop- 
meat of the illness day b> day This bistoij m connection with 
the exaxomation makes me think that we hav e to deal here with 
a twisted o^•arun cjst rather than a ruptured ectopic pregnaaej 
The bloody \'aginal show plus the diminution m the amount aid 
duration of the last flow are somewhat suggestive of ectepic 
pregnancy, especially m connection with the blood findings, but 
one must not overlook the fact that on acutely tailti 
eyri usually has considerable hemorrhage into its trail and lumen 
and that this hemorrhage may en result m rupture of the ost 
and hemorrhage into the free peritoneal canty Such a pen- 
toneal hemorrhage may be as copious as the rupture of an ectcpic 
pregnancy and may likewise result fatally 

In my cxammaljon m the ward I found dulness and a sense of 
resistance on the left side whereas the mtem noted it on the n^t. 
^NTien 1 first saw the patient I found her lymg on the left side and 
had to turn her back into a recumbent position The fact that 
the mass and the dulness at one tune are on the nght and at an- 
other on the left side would speak for a mm able tumor ''"h) 
hav e we not been able to outlme a tumor definitely if it is present 
and produong dulness and a sense of resistance? Probably be- 
cause It IS not tensely filled though the amount of internal 
bemonhage she seems to haie had would make us think that it 
should be tense at least with blood Tenseness might also be 
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lacking m a cj'st if ruptured or surrounded by adhesions I do not 
believe this cyst can be surrounded by adhesions because it seems 
too freely movable Hon ever, these details are not essentials 
but the diagnostic niceties of the case The important fact to 
recognize is that this case is an ur^nt surgical emergency and 
that immediate laparotomj is necessary All further details of 
diagnosis can be completed at operation, but this one essential 
conclusion must be arrived at first 

Operation {Ether Anesthesia ) — On palpatmg the patient’s 
abdomen (just before makmg the initial incision) an lU defined 
mass can be made out filling most of the nght half of the ab 
domcn though not reaching quite to the umbilicus anteriorly 
The patient s muscular resistance being eliminated by anesthesia 
enables us to palpate much more accurately than m ward 
(Midline mcision below the umbilicus) 

On opening the peritoneal cavity blood at once flows out 
rather thin m consistent and with a slight tendency to be 
stringy With the hand introduced into the abdomen I find a 
large cjst filling the nght flank It is without tenseness A 
marked tnist in the pedicle of the cyst can be felt at the right 
cornu of the uterus No clots appear to be present in the ab 
orninal cavilj (alwa>s present mcctopic pregnancy) Theej'st 
»s $0 relaxed that it 13 readily brought out througli the hypogastric 
incision without preliminary puncture It seems to be twisted 
on the uterus practically a full turn 360 degrees m counter 
ockwise direction left to right supposing the clock to be facmg 
e uterus The twisting m this case thus follow s Ktistncr s rule 
e wall of the cj'st and Its pedicle arc suffused with blood as is 
n so the nght fallopian tube which hes along the surface of the 
P'S! The fimbriated end of the fallopian tube is filled with a 
srge mass of clots which suggest that the pentoncal hemorrhage 
from the tube rather than from the cyst (Figs 

WTicn the cj’st was fully delivered from the abdommal cavity 
tube pomt or leak could be found in it The pedicle and 
0 were clamped off close to the uterus and a continuous 
u urc of catgut appheil to the stump over which the peritoneum 
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was then drawn Prunaiy dosure of the operation wound was 
tamed out without any attempt to wipe the abdominal canty 
thoroughly dean of bloody fluid 



Postoperatiye Comments -OTule „ made the diagnosis ol 
ovarian cyst with tinted pedde before operation we might 
better base diagnosed abdomnal tumor with twisted pedicle 
but smce abdominal tumors ith twisted pedicles are oranan 
cvsts in the gnat majonty of cases we made the immediate 
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Hut kw operators ha^c had the de^tcritj in palpatiori to enable 
them to make out this point 
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was then drawn Pnmarj closure of the operation wound was 
ramed out without any attempt to wipe the abdominal cavity 

thoroughly dean of bloody fluid 



PostoperabTe Comments -UTulc we made the diagnosis of 

ovanan cyst with twisted pedicle before operation we might 
better have ^gnosed abdommal tumor with twisted pedicle, 
but since abdominal tumors wuh twisted pedicles are ovanan 
cv^ts in the great majonty of cases we made the immediate 
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because of the nsk of abortion Where both ovaries are cystic 
only one strangulates as a rule but m some reported cases both 
have strangulated simultaneoudy during pregnancy , thus neces 
sitatmg bilateral ovanectomy Dr Channmg W Barrett of 
our County Hospital staff once performed successfully such a 
double ovariectomy The patient recovered and pregnancy was 
uaintemipted 

Do jou Inow that giaaffan foUides cannot infrequently be 
demonstrated in the pedide of such a twisted cyst so that when 
both Ovanes are twisted it may be possible to save some graafian 
follicles in the pedicles althou^ practically all the ovary is 
resected’ 

Notice in the pedicle of thi? tumor bow the dilated veins stand 
Out beneath the peritoneum as tortuous convolutions whereas 
the artenes do not appear Edward Payr' some years ago tried 
to make out a case for passive congestion in the tumor as the cause 
of the twisted pedide He made a \ ery elaborate study and his 
theory has some truth back of it but ^ models and manipula 
lions represent only partially the conditions obtainmg in the 
abdomen Passive congestion exerts its influence slowly These 
strangulated cases occur suddenly and usually give a history of a 
twist turn bend or stram after whidi the pam came on imme 
diatel) with profound shock and collapse Such observations 
seem to indicate that the twist occurs m response to mechamcal 
conditions inside the abdomen 

The twist occasionally involves surrounding viscera The 
omentum is the structure most frequently mvolved but the bow el 
too may be caught In such a case mechanical ileus from angula 
t on may supplant the usual pseudo ileus accompanying the tmst 
In a recent case at the County Hospital operated on by Dr 
Bertha Van Hoosen the appendix was caught twisted and 
strangulated m a fold of the pedide If such a twist occurred 
slowly under the influence of congested veins m the pedide wall 
^ PajT mamtains the viscera should hav e ample time to escape 
involv cment 

Edw&rd Deut Ztschr 1 Clur Festschrift, E Bemnann 1906 Urtv 

tv. 392-151 
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a case of ruptured normal graafian follicle follow mg the liftirg 
ofahca \'5 weight and another case follow mg an attack of \ omit 
mg Fortunatelj these hemorrhages arc quite unusual and the 
sjmptoms of internal hemorrhage arc so def nite that an erplora 
torj laparotomj is done which enable* one to make the diagno'is 
as well as to stop the hemorrhage Ohman Seedorf Hendle) 
and Sa\ age haa e reported similar ca«es 

The subject of strangubted ovarian cjsts is somewhat ne 
glected m the tett books In fact the entire subject of the tirut 
ing of mtra abdommal pedicled structures is not considered at 
length m moat surgical or g>-necologic w orks It la usualJj tacked 
on aa an abbreaoatcd appendet to the chapter on ileus 

Strangulated oaanan cjsts are not at all mfrequent m the 
Count} Hospital The^ present a definite clinical picture and it 
la suipnsmg with what readiness our interns make the diagncws 
after Ihej ha\ e seen their first ca«e Of course w here the tm.t 
mg of the c>st takes pbee sloni} without acute s^^^ptoms the 
diagnosis is more diff cult but I am speaking new of acute ca«es 
One of the be«t articles on the subject and one w ell w orth reading 
for an> abdominal surgeon is that of K I Sancs • It includes a 
careful stud} of the literature and the report of 9 personal cases 
obsened m nine % ears time — eaidenth not a rare condition 
Do }ou know that m this enlightened surgical age 6 per cent 
of patients wath o\anan casts die as the result of strangulalion’ 
\Mi}’ Because either the doctor or patient procrastinates 
The cyst is recognized but not operated Strangulation occurs 
and IS treated ba watchful waiting Opcrutii n for re! ef of 
strangubted oaanan cesloma when pcrfcrmcc' iarl\ should haae 
a lower surgical mortaht) than acute appcndicili perated in the 
first twents four hours PromsUnatton i th lltirj ol hje sur 
giralla speaking for i peralion is useless in suih cases when after 
da}'5of senseless waiting fatal toxemia or ntj hriti r peritonitis 
are far ada-anced It i> the pirxerst nature f thi«c ca sts that 
thea often take it upon thtmschcs t» twist whui thi patient is 
far enough along in pregnanca to make bfurc i n \ dangerous 
iCaacsK I TorKin of 0\arun C> ts R»pqriofcj.« 
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the first daj , but it dropped to noiroat on the second She made 
an otherwise uneventful recovery The temperature was prob 
ably due either to absorption of fibnn from the exuded blood or to 
absorption of products of protein dismtegration escapmg into the 
pentoneal cavity from the gangrenous Q'St 

CASE n 

History — ^The pahent, a German housewife, married, aged 
fifty fi\e years, was adnutted to the hospital October IS 1916, at 

810 p M 

At 930 o’clock this momuig (October ISlb) while bendmg 
o\er to get some flour, the patient experienced a sudden severe 
pain in the left lower quadrant of the abdomen She straightened 
up quickly, but the pam continued and remained so severe that 
after about one and a half hours she deeded to see a doctor 
While dressing to go to his office she voimted for the first time 
Just after boarding the street car she vomited ogam much to her 
embarrassment Smee then she has \omited se^e^al limes In 
her words she \ omits everything she eats 

The doctor, after exatmnmg her gave her a Itypodemtc of 
ffifrphtnl The patient returned home but the pain contmued 
wvere m spite of the drug Consequently, the doctor advised 
et l IS evening (October 15th) to come to the hospital for an 
eiploratory operation 

The character of the pam has been cramp like and has con- 
ti ^ localized to the left lower quadrant — no radia- 

^on Q uriijajy symptoms No chills or fever today or re- 
m y patient had a bowel movement this mormng before 
e onset of the attack She has never had a similar attack be- 
o7t' ^ Sood health except for an occasional attack 

•^b ^ u ^ discomfort her hemorrhoids occasion her 

^^0 children both of whom are abve one mis- 
ge No leukorrhea Menstruation ceased five years ago 
left 1***^*^°° patient complains of severe pain m the 
is abdomen although her contracted pupils mdicate she 
bcht influence of morphin Both pupils react to 

an accommodation Her face is simew hat flushed Tern 



122 


SOCER T VAUGHAN 


Do not forget that o\anaa cj'sts maj occur at any age boa 
infancy upward Strangulated ovartart cysts tn cktldrtn are es- 
pecially apt to be diagnosed appendiatis when occurring on the 
right side, because one docs not always bear in mind their occur 
rence m the joung A v^ioal (or, better, a rectal) cxanuaatm 
in the young is too frequently omitted by the family doctor 
An assistant* from the Leipzig cbjuc a few years ago proposed 
that one should differentiate an ovanan cyst such as this from 
ascites by puncturing through the abdominal wall and detenma 
mg the fibrinogen content of the fluid Fjbnnogen is readil) 
preapitated from ascites fluid by concentrated sodium chlond 
solution, whereas it is absent in the contents of oianan cj-sts- 
I think. howe\ cr that aside from the dangers of the puncture- 
leakage, pentoiutis, bowel puncture, hemorrhage, and the lie— 
that had I punctured this cyst and succeeded in getting m, I 
should have found plenty of fibrinogen due to the blo^ which has 
been poured out into the cavity durmg the strangulation Ithas 
the earmarks of a test which was worked out m the library rather 
than in the cluuc 

The most important point to emphasize about such a case is 
the neeesstly Jar mmedtale operation If the patient were al 
low cd to go along without operation with her pam kept down by 
morphui, she would die after some days, either from toxemia or 
nepbntis following necrosis of the cyst If the latter ruptures 
or bleeds profusely the end would come sooner Tho^e cysis 
which finally become "parasitic” following strangulation arc not 
acutely twisted cysts like this They are chronic cases, where the 
twist dev elops so slowly that adhesions form to the surrounding 
viscera and so dev clop a collateral arculation for the tumor before 
the mam blood-supply is shut off 

Laboratory Examination of Tomor.— The specimen is a uni 
locular ovanan cystoma with twisted pedicle No evidence of 
malignancy Its walls and its contents arc thoroughly suffused 
with blood 

Postoperatire Course —The patient ran a fever of JOr F on 

• DKiisl. A Ein tinl^hes dffemttialdiairnoH2scbet IljIfsniittI tioscJiaJ 
AsalfsundKhUfffnOvaruIoslen Meoebeorrmrd Woclrnschn/t, 1912 No SO- 
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Her physioan however was considerate of us and sent a 
statement with the patient telling us that she had been suffering 
from severe pain in the abdomen durmg the day and that he 
thought she most likely had an mtussusception of the bowel 
but nothmg infectious or contagious This is the least he should 
do for us after befoggmg the clmical picture with morphin We 
are grateful for his statement even though it doesn t help us 
any in this case 

We do not agree with his diagnosis of mtussusception Intus- 
susception you know is chiefly a disease of children Pam and 
tenderness are not promment symptoms on the first day but 
when present are located m the nght lower quadrant On the 
second day tenderness travels with the tumor up the nght flank 
or o\ er to the middle line of the epigastnum Only on the third 
or fourth day as a rule is the mass and the pam and tenderness 
^the left side Furthermore the patient states she had a good 
hoiiel movement this morning The recent passage oj a formed 
»j much agatnst the diagnosis of any form of acute ohsiruction 
*/ tie loKtl True one may occasionally see a formed stool 
shortly after acute obstruction has set m This is simply 
e emptying of an already full rectum and is seen more often 
^ intussusception I think than with any other form of me- 
njcal ileus But even with mtussusception it is unusual and 
^ a strong point agamst an acute mechanical ileus Obstruc 
^ ue to fibrous strands tumors foreign bodies angulations 
^ strictures give a history of previous constipation which be 
^es absolute obstipation when the obstruction is complete 
fo ^ ^ passed with the common (sigmoid) 

^ nn 0 \ oKtiIus because with the rectum and sigmoid stiffened 
^ difficult or impossible for a twist to occur 

^ patient with an acute abdommal condition passes 
llli*i II formed stool reflex pseudo-ileus is a more 

y diagnosis than mechanical ileus 
aa aJvi fcfiex origin is\ay frequent m cases m which 

be iha pedicle has become twisted whether the pedicle 
donunal'* iibdommal tumor omentum or of some other ab- 
'ascus Vomiting prostration t>Tnpany diminished 
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perature, rectally, 99® F rai admission, pulse 56, respirations 24 
The abdomen is soft, slightly distended and tjmpanitic. ho 
dulness in the flanks No general or local ngidity In tie extreme 
left lower quadrant at the pelvic bnm there is some tenderness 
on deep palpation, but no mass Auscultation shows penstalbc 
murmurs present, but not to an increased extent No liable 
peristalsis 

Vaginal exammation reveals a wide introitus and a cervix 
rather low down There is a round, tender mass palpable m 
the left fornix postenorly, rather elastic and not easQy pushed 
away from the vagmal wall This appears to be the cause 
of the tenderness noted in the left lower quadrant on abdominal 
examination Fluctuation cannot be definitely made out in it 
It can also be felt per rectum 

Physical examination is otherwise negative 
A rectal flushing administered just after entrance to the 
ward returned practically dear, no blood. 

Unne Speofic gravity 1020, reaction aad, no albumin or 
sugar, a few white and epithelial cells, no casts or blood White 

count 10,200 

Diagnosis Probably an ova nan cyst with twisted pedicle 
Comments — ^Note that the family doctor gave the patient a 
h>'podcnmc of mocphin when she rame to him This v' e beheve 
is a dangerous practice unless the patient is to remam under 
dose observation Morphm douds the sj-mptoms m acute ab- 
dominal cmergenoes espeoally the sj-mptoms of pam tender 
ness, and ngidity This is particularly the case when pam is not 
sev'ere This patient s pam was not controUed by the morphm, 
and from that fact we know it must hav e been severe indeed. 
The absence of abdominal ngidity is due partly to the morphm 
but ngiditj is alwaj's less in niultiparm than m nulhpars She 
lias not had enough of the drug to doud consciousness, although 
she received two mjections It is sometimes very difficult to 
procure a satisfactorj history from a patient whose conscious- 
ness has been douded by morphm and a good history is as essen 
Ual for the diagnosis of acute abdommal conditions as a cateful 

examination. 
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Her physician however was considerate of us and sent a 
statement with the patient telling us that she had been suffering 
from severe pain in the abdomen during the day and that he 
thought she most likely had an intussusception of the bowel 
but nothing infectious or contagious T his is the least he should 
do for us after befoggmg the chmcal picture with morphin We 
are grateful for his statement even though it doesn t help us 
any m this case 

We do not agree with his diagnosis of intussusception Intus- 
susception you know is chiefly a disease of children Pain and 
tenderness are not prominent symptoms on the first day but 
when present are located m the right lower quadrant On the 
second day tenderness travels with the tumor up the nght flank 
or over to the middle luie of the epigastrium Only on the third 
or fourth day as a rule is the mass and the pam and tenderness 
oa the left side Furthermore the patient states she bad a good 
bowel movement this morning The recent passage of a formed 
u muck agatnst the diagnosts of any form of acute obslnictiofi 
of the hou-el True one may occasionally see a formed stool 
^ shortly after acute obstruction has set in This is simply 
foe emptymg of an already fuU rectum and is seen more often 
'nth intussusception I think than with any other form of me- 
“anical ileus But even with mtussusception it is unusual and 
a strong point agamst an acute mechanical ileus ObstruC 
om due to fibrous strands tumors foreign bodies angulations 
^ strictures give a history of previous constipation which be 
^es absolute obstipation when the obstruction is complete 
e rarely has any stool passed with the common (sigmoid) 
orm of \ oK-ulus because with the rectum and sigmoid stiffened 
^ difficult or impo^ble for a twist to occur 

with an acute abdominal condition passes 
ormed stool reflex pseudo-ileus is a more 
i mechamcal ileus 
an ‘’Z ortgtn is \ery frequent m cases m which 

be ^ pedicle has become twisted whether the pedicle 

t of an abdommal tumor omentum or of some other ab- 
'iscus Vomiting prostration tjTDpany dmurushed 


‘>nen a patient 
espcoally a i 
dugnosis thar 
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penstalsis and constipation all accompany such a pseudo-Deus 
Inil the stoppage of the Ixnctls ts not absolute The doctor on dutj 
in our examining room was impressed by the constipation due to 
this reflex pseudo-ileus and admitted the patient to the hospitil 
as a probable case of intestinal obstruction Dr Hem who wrote 
thebstorj and got the facts carefully hour by hour has Ithmi 
made the correct diagnosis — acute twutmg of an manan c}-st 
on its pedicle The globular mass felt in the left fomix has so 
definitely the consistency and shape of an oN'anan cj’st that the 
diagnosis seems to me quite certain I think that the family 
doctor and our examining room physician must haie neglected 
to make a \agmal examination or made it with the pabent too 
tender and rigid for accurate palpabon 1 agtnal (or ratal) 
examnalion oj the peHc organs should nrtr be milled in a uomn 
vilk acute abdominal symptoms, but if the pabent is 
tive a negabve examination does not absolutely exclude the 
absence of pathology in the pehas 

The diagnosis of twisted o\ anan cyst is relab' elj easy when 
left sided or when the cyst can be felt by abdominal or '•agmal 
examination or when its presence has been established pre'xous 
to strangubtion A ruptured tubal pregnancy must be excluded 
ID the diagnosis by the signs and symptoms of pregnancy ac 
compamed byacute abdouunal hemorrhage A'ague indefinite 
pelvic mass may be felt mstead of a sharply outlined firm tumor 
Hemorrhage into the cyst or less frequently, into the abdominal 
cavity acrompanies the twisting of an ©'■anan cyst as a rule 
but the hemorrhage is not copious enough to cause a severe 
acute anemia like that of a ruptured ectopic pregnancy unless 
the cyst is Urge and is fiBed with the blood or the blood escapes 
into the free peritoneal cavity An added difficulty m diagnosis 
arises m the e\-ent of a strangulated ovarian cyst complicating 
pregnancy, espeaally m the earher months a not % ery rare com 
bmation Sigmoid dixerticohtis left ureteral stone and acute 
salpmgibs may usually be ruled out with ease, but it must not 
be forgotten that a patient mik a strangulated erarian cyst runa 
a fever irhen the cyst has become gangrenous A peduncubted 
fibroid may become twisted <hi its pedicle and so may a tubal 
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tumor Strictly speakmg one had better diagnose this case as 
twistmg of a pelvic tumor on its pedide but strangulated ovarian 
cjsts are so much more frequent than other pelvic tumors with 
tw sted pedicles that that should be the probable diagnosis 
Operation — Midlme mosion below navel On openmg the 
abdomen and pushmg aside the coils of small bowel a dark colored 
globular mass about the size of an orange is seen to the left and 
behind the uterus m the pelvis The patient is tilted into the 
Trendelenburg position The uterus is drawn up into the wound 


and the tumor with it The latter is a cyst tightly distended and 
infiltrated with black blood As it is brought out through the 
abdommal wound it is seen to consist of a greatly dilated left 
tube (hjdrosalpmx) twisted on itself a httle more than a full turn 
of 360 degrees in a clockwise direction (the clock facmg the 
uterus) that is right to left (This is the usual direction of 
t«TSling for a left sided pelvic tumor according to Kustner s law 0 
The fimbriated end of the tube is tightly dosed b> old scar tissue 
The ovary is fused with the posterior wall of the cj'st The 
uterus is small and semle The right adnexa appear norma! 

After the tumor was brought out through the wound its ped 
Consisting of the twisted fallopian tube and ovarian and 
broad Lgaments was clamped dose to the uterus hgated and 
cut and the mass removed in lolo The hgated stump was co\ 
cfed with peritoneum Ivo further exploration of the abdomen 
^ carried out The wound was dosed m the usual way m 
JWs without drainage and the usual dressmg apphed 
Postoperative Comments —Our diagnosis of a tumor with 
twisted pedicle was correct but the tumor has proved to be a 
wistcd hjdrosalpmx a much rarer condition and not an ovarian 
hjdrosalpmx judging b> the firm closure of the 
riatcd end of the tube (demonstrating it) is evidently of long 
” *^g To what former mfectionit was due wc cannot say at 
P osent There is no historj of venereal disease possiblj the 
*^tion followed her miscamage several jears ago 
th phj-sioan is to be congratulated on sending her to 

^ O'pital so promptly for operation The important thmg in 
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aU accompaoj sjdi a tfce-dwka 
M th toppage of the itrxHt u not ahsoluU The dcctor oa 
in ouroamiamg room was impressed bj tie comtipatioa dee b 
Uus refltt pseudo-aeus and admitted the paUat to the htwml 

as a probable case of mtestiaaloV-tniction. Dr Hem,wioTmb 

the iustorj and got the facts carefulh hour h^ hour ha^. I th=h 
made the correct diagnona— acute hnsUng of an o\-araa nrt 
on Its pedicle. The globular mass felt m the left fomit his so 
definiiclj the cona.tenc\ and shape of an o%-a'nn c\-^t that the 
^gnosis seems to me quite certain I thint that the fir* 
doctor and our ciamimns room pln-s.aaa must hare nedected 
^ ^ '■agmal e - t a nuna bon or made it mth the patent tco 

tender and ngid lor actunite palpitioa. I epeel (er enUl 
f re-re fe Br Crf ir e errae 
emu oWemirel symfims, but if tie ptbeat b raj «<»• 
ti« a n«ptn-e erammahoa does cot abseUteh odvd' tie 
absence of pathologj us the pelvu. 

of twisted o\anan CN'st u r«Utirel\ easvtrhe 
reft sided or when the ert can be felt bj abdofijial cr «sm 1 
eia^UOT or when its presence his been estabLshed pmtots 
to stra^nlatioiL A roptcred tubal pregnaao mut be ert^drd 
a the dia^osis by the agns and si-aploms of presnMcy K 
companied hy acute abdommal hemorrhage. A«sue mdefc-le 
^hne ma^ be felt instead of a shaipK outhned firm tnssor 
emort 5® mto the cj-5t or lew freguenUy, into the abdosmd 
avib awompames the twistmg of an m-anan o-st, as a rrlc 
u e IS not copiou:, enough to cause a *e^•ete 

am e ©f a raptured ectopic preuaan^ unless 

the c^t to large and to filled with the blood or the blood escapes 

into the fr^pentocealcaviu An added difficultr m dnence, 
aitoes m the e%-ent of a 'trangubted o%-anan erst coephesba; 
pregnancN espeoa^ m the earlier months a not r-er> rare c«- 
bi^uon. Sigmoid i^rboditto left ureteral «tone and acute I 

salpmnlto may lto-ua^^ be ruled out with ease but ,t cot I 

be forsotten iMt = « strong.!,:^ nsi r*« 

^ A pedunculated 

fibre d mai become twtoted oa its p«i.de and so mai a tubs! 
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ARTHROPLASTY OF THE KNEE 

Skmmt j A palient with bony anhylos s ot the knee the result of supputaU e 
uthiiua oecumnEaaa compbcaloa of acute osteomyel t softhe t ba features 
of acute osteomyeb s illustrated m history of present cast — mode of onset 
palbology errors n d agues g p oper method of dta nage scquestrotomy of 
eatire diapiysis regeneration of d aphys s techn c of arthroplasty— exposure 
of joint (ashiomng the flaps separsbon and reshap ng of anlcylosed bones 
tteon tniction of the jo nt difi^ues and dangers of the operatwn— how to 
meet them mult in present case after two months 

case for operation this morning is a very interesting 
one because it presents some of the acute phases of osteomyehtis 
er wth results of delayed treatment and the senous jomt 
omp cations that arise from such delay It is for the latter 
toaiUon that the paUent is brought here today 
^is boy is an old paUent of mme He came m here on July 
“ WIO Tvjth the following history 

tin n a schoolboy aged ten years Tvas admitted to Alex 

rrs Hospital July 11 1910 His previous history v, as 
^ e he had alw ays been rugged July 4th one week before 
runmng upstairs and struck hia left leg but 
and ■'lolcnce That night he felt pam m the left leg 

behadf*^ o ' cry promment symptoms The next day 
hed hecamc worse and he could not leave his 

rheum physician was called and treated him for 

Ijg The pain and fever contmued for one week and 

ji°“Sht to the hospiul with a fever of 103” F and a 

rhj-sical ttaminalion was nc^U\c except that the left 
^ die ankle to the knee was swollen and exquisitely 
^ »a 
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such a case js to recogni/e the surgical emergent Had tJs 
patient been allowed to go along iinoperated for three or four davs 
her pain controlled by moiphin the cj’st would haw become 
gangrenous and ha\e ruptured into the pentoneal canty *1:e 
would ha\e suffered a profound toxemia from protem deavase 
products absorbed and would has e des eloped pentomtis too if 
the tube still contained bactena These case like strangubtaJ 
crvanan cj'sts when allowed to follow their natural course ter 
toinate usually m death Acute nephritis cloudj swelling of tie 
parenchjinatous sascera reflex ileus and even acute )tEoff 
atrophj of the hvcr are some of the terminal complications 

Dr A. D Sevan of Chicago told me that m looking up tie 
hterature of fatty degeneration of the hvxr following chlorofora 
poisoning he found that a number of cases had occurred m con- 
nection with strangulated abdominal or pelvic tumors frequentlv 
ovanan cj'sts He suppo^ that the two causes might haw 
worked together m producing acute fatty degeneration of lie 
hv er lam much inclined to thml. him correct for nearly afl the 
cases of strangulated tumors with acute yellow atrophy or fatty 
degeneration of the liver which I have run across come from tie 
German literature and the Germans in the past asm thepreseflt 
have alwavs been great devotees of chloroform narcosis. 

Did y ou know that the normal tube and ovary sometimes un- 
dergo «pontaneous torsion and strangulation just as the tesUefc 
does’ Auvxay* has collected a senes of such cases It iS a condi 
tion which should be borae m mind m cases of severe acute 
pehic pain. ^Tutacre* reports 2 cases of bvdrosa^ini with 
twisted pedicle and states that the ranty of twisting of a hydro- 
salpinx IS due to the frequency with which adhesions are present 
which make twisting impossible He also calt attention to tie 
fact that pain is marked while tenderness is relatively sight 

PostoperatiTe Course — The patient made an uneventful 
recovery without fever the wound healmg pnmarfly She left 
the hogjital two weeks after entrance 

> Attrray De U torsioa <fc U uranpe et de I orvre Donniioi Aick- 

Ed. <robsUL e. d. gyn, JeJt 19Ii 

H3-dfDsaJpiiaiRChTin.tedPtdide Jonr Vmer Med. Assoc, 

20, 1916. p 161t 
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the left deltoid muscle and the temperature rose to 105 2 F 
In other words he had a metastatic absccj>s in the subdeltoid 
bursa on the left side _ 

^bout three weeks after admts 
Sion It was found that the entire 
shaftof the bonewas loose separated 
at Its cpiphjsb both above and be 
low The original wound was still 
hrgelj open <;o the shaft was 
chiseled through at its middle and 
both fragments easily removed as 
1 illustrated by this specimen {Fig 
33) Itwas espcciall) noted at that 
t me that the periosteum was thick 
and that under it there was a thick 
li>ec of new bone WTicre it was 
necessary this crust of new bone was 
Separated from the old shaft but 
none of the new bone was removed 
\fter remov mg the sequestrum there 
was left a fairly good hollow shaft 
The 1 g was then placed m a cast 
''ounl healing was rapid and very 
Sill f-’clorj In about sit weeks it 
had almost completely healed 
llhile healing in the leg was pro 
C”^5«ing fasorably conditions were 
Facilitating in and about the left 
I'ncc of \ery serious nature About 

t e time of the «cqucstrolomy the 
repon around the left knee became ’ >' " ' T , 

n’lcc and more swollen and painful the result < •» me 

^ n ccllulitia dc\ eloped about •uppuraii c»-tt itimIi 
'■ 3 It became necessary to 
iwti^e and dram both the joint and the cellular t 1 ^suc Inti i< ns 
on each side and drams inserted The boy wjs m 
* ch 'pilal m all about three months but it the end flhaltime 
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tender A diagnosis of acute suppurati\e osteoiajelitis was 
made and an unmediate operation performed 

Before speaking of the operation that was done at that time 
I w ant to direct j our attention to that history This happened 
m the summer time July 4lh These cases usually start with 
the history that the child was playing \iolently and injured the 
leg or the arm or became tired or oserexerted while slating 
and then suffered a trauma becommg sick withm twent> four 
hours with severe pam and chill the dull indicating the infec 
tion This happened in the summer there was a slight trauma 
but no chilling Another thing of interest — there was no pre 
sious history of infection to be a^rtamed He had no ton 
siUitis no infectious or contagious disease any time prenous to 
the onset of this trouble so we were unable to determine the 
exact source of the infection It must base coroe from some 
focus somewhere but we arc unable to determine its location. 
Taking it altogether we haie a >erj tjpica! history of an acute 
osteomyelitis which was neglected This case should base been 
taken care of the second day or better wnthm the first twenty 
four or forty-eight hours instead of being treated for a week for 
rheumatism 

The operation at that tune (m 1910) consbted of an incision 
that was made throughout the length of the tibia There was 
pus under the skin and the periosteum was ^ery extensn'dy 
separated from the bone by the pus In fact the entire length 
of the tibia had been denuded of its penostcum I chiseled 
open the medullary cavity and more pus and necrotic tissue 
were found The wound was left wide open and hot drcs'ings 
applied The specimen (Fig 32) which I still preserve shows 
the extent of the infection This «peamen shows how a crater was 
chiseled into the bone and the medullary cavity exposed In 
a case of this kind I w ill say it is not necessary to curet acti\ ely 
All that is necessary is to r Iieve the pressure by a trephine open 
iQg or in the more extensive cases to make a large opening m 
the shaft of the bone That was done here very extensively 

Xbe patient was relieved of his pain but the fever continued 
up to IM® F Ten day s after the opwation pus dev eloped under 
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the left deltoid muscle and the temperature rose to 105 2 ° F 
In other words he had a metastatJc ibsces* in the subdeltoid 
bur«a on the left side 

About three weeks after admis 
Sion It was found that the entire 
shaftof the bonewas loose separated 
at its epjphysii both abo\ e and be 
low The original wound was stiU 
largel) open so the shaft was 
ihibtkd through at its middle and 
both fragrnents easily removed as 
IS illustrated hj this specimen (Fig 
53) It was especially noted at that 
lime that the periosteum was thick 
and that under u there was a thick 
l^ijer of new bone WTierc jt was 
ncccssarj this crust of new bonewas 
•eparaud from the old shaft but 
none of the new bone wasremosed 
Alter rcmoNing the sequestrum there 
kft a fairlj good hollow shaft 
^ne leg was then placed in a cast 
'^oun I healing was rapid and \cry 
^ti f-iclorj In about slx weeks it 
«a 1 almost completely healed 
llhile hcahng in the Icgwaspro 
favorably conditions were 
rftfil itatmg m and about the left 
nccof \crj Knous nature About 
lime of the scqucstroloroy the 
ffg'on around the left knee becimc 
and more swollen and pamful 
" a cclluhtis developed about 
^ ^ J'^mt It became necessary to 
■ntf. ihc cellular tissue Inci ions 

thch ^ 1 ^” *^^*^** drams inserted The boy was m 

P'la in all about three months but at the end of that iimt 
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vnfi entire d aph> of l 1 a 
nccfQlic IS ihe re ull of a uic 
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tender A dugnosis of acute suppuratiw osteomj'ehtij iras 
made and an unmediate cqxration performed 

Before speaking of the operation that was done at that time 
I want to direct j our attention to that historj This happened 
m the summer time Ju!> 4th These cases usualJy start with 
the histor) that the chfld was plaj mg woleotly and mpred the 
leg or the arm or became tired or o\-ereierted while states 
and then suffered a trauma becoming sick within twent) focr 
hours with «e%ere pam and eliill the cbfll mdicating the infer 
tion. This happened m the summer there was a shght tranca, 
but no chilling Another thmg of interest — there was no pre- 
vious history of infection to be ascertained He had no ton 
sQlitis, no infectious or contagious disease any time prenous to 
the onset of this trouble so we were unable to determine the 
exact source of the infection It roust have come from some 
focus somewhere but we are unable to detenmne its location. 
Taking It altogether we have a verj IjpicaJ histoi> of an acute 
osteom^'ehus which was neglected Thi» case should have been 
taken care of the «ecood da> or better within the firet tirerty 
four or fort) -eight hours instead of being treated for a week for 
rheumatism 

The operation at that time (m 1910) consisted of an incisiofl 
that was made throughout the length of the tibia There was 
pus under the skin and the penosteum was vei) extensivelj 
«cparated from the bone by the pus In fact the entire length 
of the tibia had been denuded of its penosteum I chiseled 
open the medullary cavnty and more pus and necrotic tissue 
were found The wound was left wide open and hot dressings 
applied The epeamen (Fig 31) which I stilJ pre^rve shows 

the extent of the infection Thia specimen shows how a crater was 

chiseled into the bone and the medullary cavity ei^sed. In 
a case of this kind I will say it t» not necessary to curet actively 
An that b necessary is tor lieve the pressure by a trephine open 
log or in the more extensive cases to make a large opening m 
the shaft of the bone That was done here very eitensiv ely 

The patient was relieved of his pain but the fever continued 
up to Ifft® F Ten daya after the operation pus dev eloped under 
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the left deltoid muscle and Ae temperature r 


; rose to 105 1 ° F 

In otherTords he had a metostatic absccas m the subdeltoid 
bursa on the left side 

About three weeks after admis 
qon It was found that the entire 
shaft of the bone was loose separated 
at Its cpiphjsis both abo\e and be 
low The original wound was stiH 
largel} open so the shaft was 
chi^ckd through at its middle and 
both fragments easily remoted as 
1 illuitratccl by this «pecimen (Fig 
33) It was especially noted at that 
lime that the periosteum was thick 
and that under it there was a thick 
hjet of new bone WTierc it was 
n(.ce«arj this crust of new bone was 
separated from the old shaft but 
none of the new bone was removed 
Alter remov mg the sequestrum there 
was kit a fairly good hollow shift 
The kg was then placed in a cast 
Moun 1 healing was rapid and very 
sati fictor> In about six weeks it 
had almost completely healed 
While healing in the legwas pro 
pressing tavotabl) conditions were 
precipitating m and about the left 
knee of vcr> ‘crious nature About 
the time of the scquestrolomy the 
legion around the left knee became 52 — Spec men represent 

m? and more swollen and painful ot ubu. 

,ri I . It 1 1 , , * necrotic as the result of acute 

ani a cclluUUs developed about suppumtneosteomjelts 
joint It became neccssatj to 
and dram both the joint and the cellular tissue Incisions 
Wirt made on each side and drains inserted The bo> was m 
' Prtal mall about three months but at the end of that time 
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the wounds were practically all healed Three months after 
remo%-al of the entire shaft of the tibia be was able to bear «cme 
weight on the leg 

In regard to thia history here we ba\c a bo\ who gi\es a 
history of a «light trauma is immediateh taken with chills and 
fe\er and esqui ite pam 'Now the que<tion of osteoin)eLtb 
i3 a \ ery s imil ar one to that of acute appendicitis and pentoniti. 
in that it demands the earliest possible operative mterference 
It Is lamentable that the medical profession is so lax when it 
comes to acute osteomvehtL and that thev ha\ e not learned that 
a ca«e that gives such a plain history should have immediate 
operative interference The treatment con Lts in immediate in 
cuion and evacuation of the small focus of pus m the cortex or 
medulla These clinical svmptoms are produced bv the lodgment 
of a small clump of bacteria in the <haft of the bone or in tit 
meduUao cavity rarely under the peno«teum This starts up * 
little local ab-cess which is the cause of the fever chill and pain, 
and the earhest possible evacuation of this pus is imperative 
The moment an infection located in the bone starts it becomes 
progressive The infection travels through the Haversian canals 
and through the cortex untD it reaches the penosteum It gets 
under the peno teum and the penosteum is raised up and is 
separated from the bone The longer the condiPon continues 
untreated the more periosteum is separated and the more rapid 
and exteiune is the necro'is In iln.. case after the duration 
of a week the penosteum was almost entirelv hfted off from the 
shaft of the bone which was iherebv depnved of its nutntion 
and at the time I operated a week after the ontet of the «ymptom- 

there was ev eiy evadence that theentireshaft was gomg to become 

necrotic Therefore of vast unportance is the early diagnois 
and early operation whii.b l> just as important as the earl) 
diagnosis and early toleration ui acute appendicitL If that fact 
could only he borne in mind by the general profc« ion we would 
see fewer cases of ‘inuses and chronic bone disease 

Another nnoortant phase of this subject is the sub'equent 
treatment and whether it is to be consen ativ e or w hether it 
to be radical The question arises whether to leav e this necrotic 
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shaft in place and if not when to take it out There is no ques 
tion that if the necrotic shaft is taken out too early even though 
It is remo\ed subperiostcally if there hid been no development 
of imolucrum, there will be no regeneration I ha\e had that 
e^rience and I ha\e seen clinical cases where this occurred and 
where an extensive plastic operation had to be done later on 
If this IS not done the child is left with a great deformity So 
m the after treatment of these cases after the primary e\ acuition 
of pus It becomes essential to wait until a suffiacntlj massive 
imolucrum has formed before removing the sequestrum At 
least no operation should be done under three or four weeks 
In this case I waited three weeks until a well developed mvolii 
crum had formed before I felt safe in removing the shaft of bone 
upposujg I had not removed the shaft of the tibia at that time 
ut left It alone what would have happened? As time went on 
c involucrum would have become more massive and thick 
ut sinuses would have persisted and it would have been ncccs 
siif) e^cntually to go through the involucrum and remove what 
remained of the necrotic tibia so I think I w ould not hav c gained 
anj thing by waiting 

finallj the boy comes in today with a condition that is rather 
unusual that is an involvement of the joint adjacent to an 
s comjelits As a rule the epiphysis forms a barrier for the 
u cction and the infection docs not drill through and infect the 
uase the knee joint was infected and the pen 
r icu ar ll^suc was involved and drainage was necc'^sary 
2 opens up a question upon which a great deal can be said m 
oMr' infection of joints I agree with the teachings 

urphy that uc should not drain a septic joint \ joint th it 
cen drained with rubber tubes will become stiff All the 
J mts that Wire drained in the old days became stiff joints 
ireas w<. havi of late years been able to i pirate and injtit 
inf joints anil av t id the occurrence of anky losi- so that 

^ ections in the joint should not be drained with rubber tube-s 
^ut < ould be asj irated and injected a number of limes with 
^^rmalm and glyccnn In this e i e today owing to 
lulilisin and ab< ul the joint Uwasneee'ssary unfortunately 
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to dram uith rubber tubes and the inentable happened In 
other words this joint became absolutely rigid as is shown by a 
senes of pictures that I ha\c here It took about fi\e or «lt 
months for the tibia to regenerate and regam its normal «i 2 f 
This picture shows the condition after the sequestrotom) 
while the leg was in the cast {Fig 33) It shows just a \er> 
famt shadow here which is all that is left A subsequent picture 
shows the gradual thickening of the shaft (Fig 34) About 
three months after the ojxiration the boj was walking and 
within SLt months the shaft had completely regenerated but as 
I said the mam complication was the involvement of the knee 
(Fig 35) The next year after he was here he fell and fractured 
thia new bone This regenerated tibia was fractured but it 
healed up perfectly like an ordinary bone without any trouble 
(Fig 36) Unfortunately however the boy was left following 
the osteomyelitis and joint drainage with ankylosis of the knee 
at an angle of about 130 degrees as I have already mtimated 
\\'bile the boy was able to walk and get around very weD he 
was considerably handicapped He comes back and says to me 
that he is handicapped m his work that he cannot hold his job 
nobody wants a lame boy and his outlook in life is not at all 
good He Is a bnght boy but be is unable to make a living 
He cannot hold his job for any length of time That is my reason 
for trying to do something for this boy He comes m with an 
absolute ankylosis The array picture shows that condition 
This Is an extreme case of bony anklyosis As you look at the 
X ray picture you see practically no bnp of cleavage The two 
are absolutely fused The patella is fused to the anterior surface 
of the femur (Figs 37 and 38) 

^ow the problem is to restore that jomt In other words 
if we can reproduce that w hich happens m the case of a non union 
of the bone m a fracture we can be more or less successful \\ e 
realize that success m the knee jymt is difficult to obtain Ar 
throplasty of the knee has not been as satisfactory as arthro- 
’ rhich they 

ip n> fairly 
and next 
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comes the shoulder and last comes the knee Why is it that the 
knee jomt is so hard to restore’ The knee 30int is a diRcrent 
kind of a joint from the hip The hip is a ball and socket joint 



'31 \nteriof mc» of kn^ Joint dttail aim t cflacfll 

the knw is a limRejmnt While the hip is built to bear 
s Weight of the bodj the mechanical difTicuHics arc not as 
Rf«»t as ihci arc in the knee In thi» arthrophstj we must 
'uccwl m rcstoriHR motion but that ir. not enough \\e must 
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succeed m restoring lo the patient a weight bcamg jomL I 
muit be able to make a new joint here that will not onl) ha^e 
good motion, but which will be weight bcanng ani ore that 






Fig 3* — Lateral new of anli\ln^ koee fo n( Patelj b fiifoJ lo fennJ 
Note boav ijuon between /roiur and I lia Coondt-rb the raref L-go^te 
of disuse 

^vill be plumb and useful If I cannot do that the bot wiU be 
better left alone ^lore cases 0/ successful arlhroplast) of the 
hip and elbow are reported than of anv of the other joints The 
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best of operators have had good cases and have had bad ones 
They have had cases in which the ankylosis recurred so that we 
realize the very serious problem before us 

UTiat do we propose to do? What are the successive steps 
of the operation? First we will make two lateral masions any 
where from S to 7 mches long on either side of the patella 
Then we will have to chisel the patella loose from the femur 
Then we will make our flaps i^nsisting of fascia and capsule 
There is no synovial membrane here We will make fascia 
Hid fat flaps and interpose them between the bones Then we 
wDl have to chisel the tibia from the femur using a special set of 
curved chisels in order to preserve the convexity of the femur and 
fte conavity of the tibia Then we will have to remove enough 
ue from the tibia to enable us to straighten the leg bearing 
in mmd that the placmg of too great tenaon on the tissues m the 
I^hteal space is fraught with immment danger If we straighten 
that leg too forcibly and put too much tension on the popliteal 
Vessels we are liable to get necrosis of the leg and not only will 
e leg be hazarded but even the patient s life We have a 
ousand minor detaib to think of m the performance of this 
operation After separatmg these bones and loosening the patella 
making our flaps the flaps will be interposed between the 
la and patella and the patella and the femur The disposition 
° the patella will have to be settled after we get in Possibly 
patella completely around through an arc of 
degrees You know the upper surface of the patella is covered 
y fascu and aponeurosis and by turning it once around it 
^gs that fascial plane in contact with the femur We must 
* solutcly avoid the recurrence of adhesions between the patella 
femur After removmg all the projecting spiculm of bone 
vee smooth ofl the bone surfaces As jou know we wall sacrifice 
c lateral hgaments \ou will say are you taking away the 
entire ligamentous supports? Wc are going to remove the crucial 
Scents if necessary Possibly we will not be able to identify 
cni Ue will abo remove the lateral ligaments Some oper 
*tors remove the postenor part of the capsule though I am not 
hi fav or of ji \\ c must bear in mind the location of the external 
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popliteaj nen-e as it goes anrand the head of the fibula, so as to 
a\-oid mjuij of this important structure So j-ou s« the prcfK 
o'ltioa IS ver^ coirplei. Upon what axe we going to depml 
then for stabibtj ? If we remove the lateral ligaments and rr- 
mo\-e the ouaa] hgamenls what is gomg to Tr>.-iV>- that jcmt 
stable afterward’ Are we going to ha\*e a flafl joint’ I»o ire 
are noL It is remarLable how the hgaments wiH regmoate, 
^T^coallj after the joint is put to use e have all ven cases cf 
non union in fractures where there was joint cap&Ue crtilic* 
and sjTiovial membrane. In other words, there was a cninpletf 
jomt regeneration beause motion occurred at the site of the 
fracture If a joint lie this t:> put to use the eitcreal 
and the ligamentous attachments win regenerate. That has been 
the ob>ervation of the men who have done tin- line of irori, 
but we dqiend to a large extent upon the preservation of the 
intercondjioid ndge and the tubercles of the tibia la preventisg 
latoa] dispbcement The nja*t al»o be made absolutely 
plumb so that when the patient stands the of the hmb will 
be nomtallj preserved. If there t» too great as aagje outirarf 
Of inward it u gomg to cause tenaon on other side so jou «ee 
we have got to do a mechanicallj polect job e have got to 
get this leg plumb ev en though we remove the capsular hgament, 
and in order to do that we most preserve the mtercondjkud 
ndge of the tibia That will prevent lateral displacement After 
completmg that put of the operation the leg b extended and a 
BucL s extension of 15 to 20 pounds is placed on the leg and kept 
on for a month at least to prevent the muscles of the leg from 
contractmg that is, to prevent the hamstrmgs and the quadriceps 
from pulling up against the transplant and pressing the trans- 
plant between the tibia and the femur If the transplant should 
become atrophied and necrotic, we would get a recurrence of the 
ankylosis. It is absolutely necessaiy toapply a Buck s extension 
for at least a month. At the end of a month v^ry gentle passive 
and active motion is started and the patient is allowed after 
several weeks more to get op but not to put much waght cm 
the leg for at least two months. Molent active or passive motions 
are not good They tend to tranmatue the joint 
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There is one more point Shall we use a free transplant or a 
pedicled flap? Now both plans have been tried and while it is 
the tendency now to use the free flaps of fat and fascia I beheve 
the experience has been and it has been Murphy s e^enence, 
that the pedicled flap after all is better than the free flap I 
will use a pedicled flap with the pedicle downward or upward — 
U does not make much difference — and overlap the flaps in the 
midline This will probably be better than a transplant I 
think It will have more thickness and will be less likely to atrophy 
than a transplant m this region 

So much then for the present condition and our plan of ope 
ration We will now proceed with the operation 

Operation — Now as to the preparation of the patient This 
boy s limb was shaved yesterday monung and a green soap dress 
“g put on until last night Last night that dressing was removed 
and the limb was thoroughly scrubbed and treated with alcohol 
and McDonald s solution We have been using McDonald s 
Mlution m this operating room for several years with great satis 
faction I will not say that the results have been better than vnth 
lodin but It has one advantage over lodin in that it is not so 
imtating I have seen a number of cases of dermatitis produced 
ty lodin Another thing is that the solution can be applied on a 
Wet surface which is not the case with lodm lodm cannot be 
used on a wet surface the skin must be dry’ At tunes the skin 
^^luiot be kept dry so m that case the lodin is not effiaent 
lodm will not penetrate the skin cells that have absorbed moist 
Ure lodm 13 not at all misable with water so with lodin it is 
un absolute necessity that the sLin be kept dry McDonald s 
solution can be applied to a wet surfaa: I am very partial to 
this solution c use it as a routine in all cases w here we would 
ordinarily use 10dm 

It IS perfectly obvaous that this knee is completely ankylosed 
at an angle of 130 degrees ^ou see the old scar on the anterior 
surface of the tibia \ ou the scars on the inner and outer 
*urfaccs of the region of the knee joint These represent the 
drainage openings that were made when the boy had his infection 
of the knee Owing to the ngidity of the knee and hek of use 
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of the muscles on this side there is a difference lo the circumference 
of the two legs of about 1| inches Another point of importaare 
that has not been brought out yet is this that owing to the m 
volvement of the upper epiphysis of the tibia by the infection 
burrowing through the epiphysis into the joint the epiphysis 
was disturbed and the epiphyseal cartilage was more or less de- 
stroyed and the growth of the leg was retarded so this tibia is 
IJ mches shorter than the other one That is unfortunate 
because even after we have succeeded in straightening the leg 
It will still lea\ e this leg 1 1 inches shorter than the other one hut 
I feel certain that if I can restore motion to this ngid joint we 
will have done this boy incalculable benefit 

Now we ha^e very carefully appLed the hIcDonald solution 
to the leg thigh and knee TTie question of using a constnetor 
anses. Sometimes one docs and sometimes one does net- I am 
not going to use a constnetor here I do not think we will ha\‘e 
very much bleeding I dislike putting on a constnetor for too 
long a time Of course a constnetor can be left on for an hour 
or an hour and a half with perfect safety but with a constnetor 
left on for a long time for one and a half hours or more there is 
likely to be some disturbance of the nutntion of the part and 
there is likely to be more postoperall^e oozing than there would 
be otherwise Now it is almost needless to say that in the per 
fonnance of this operation we exerase extreme care in following 
out the non-contacting proposition I might call it the I-ane 
techmc the avoidance of touching the wound with the fingers 
or touching any instruments that go into the wound or touch 
mg any part of the instnimcot that subsequently goes into the 
wound That principle has to be ol»er\ ed from beginnmg to end 
especially la bone cases but ofcoutse it should be obsei^-ed mall 
operations If m all our operations we followed out that pnn 
aple we would ha\'c little if any mfection but espeaally is that 
true m the bone operations The sponges are not picked up with 
the glowd hand but are picked up with forceps 

We will make the outer loasioa a curved one about 7 inches 
loD«' extendmg somewhat above the patella and below the tuber 
osity of the tibia (Fig 3® A) I could make a horseshoe flap with 
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the con\exity upward or downward, but experience has shown 
that these flaps are \ery prone to become necrotic, which is a 
\cr> undesirable compbcation Now we are separating and un- 
dermining our skin flap from each side so as to expose the tissues 
and structures beneath We ha\e in view now the outer aspect 
of the knee and the external lateral hgaments I shall now make 
mental measurements of the size and location of the external 
lateral flaps, which ordinarily should be about 2 or 2\ inches 
wide at the base and 2 to 2| inches long I am determining now 
the junction of the bbia and femur with my forceps The base 
of this flap la gomg to be a little bit beyond the margm of the 


external tuberosity Here Is the hgamentum patella; We xvill 
not disturb that As I said before, in fashioning this outer flap 
go through to the bone catching the fasaa and all the tissues 
down to what is called the synovial membrane Now I am 
fashioning the outer margm of the flap Unfortunately there is 
no fat here at all Now I am dissecting this outer flap from above 
downward takmg all the tissues down to the lateral asp ''t of 
the femur This dissecting back of the flap is about as diflicult 
though wc w ere dissecting back the periosteum 1 here goes 
of the articular branches You always want to make your 
flipslarger than you think you want them to be especially when 
)ou arc making free flap> It is wonderful how they shrink m size 
t b like making flaps for an amputation — always make Urge 
t ick skin flaps and they will always be right W e have dissected 
eflap iviih ihe base down about J inch beyond the junction of 
we femur and the tibia (Fig 39 2) 

^ow I make an incision on the outer side of the knee through 
e lateral c\tcn«ion of the biceps so as to expose the patella 
xausc Wc must expose the patella in oitlcr to chiscl it loose 
mm the femur but jircscrxing the ligamcntum patellx It i» 
'itlcrly impos«;iblc to separate the patclU from the femur with a 
As you sec in the x ray picture there is absolutely a 
fusion In fact there is a fusion of t\ cry thing There 
•'freely anything left that you can determine as to its identity 
''ow \\(. go {o the other side Wc will fashion our flap 


there before we loosen up the patella W e will m ike an m 
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of the mmcles oa this side there is a difference in the orconsf ereoce 
of the two legs of about 1| ladies Another point of laiportaaa 
that has not been brought out >et is this, that owing to the in- 
^oI\ement of the upper epiydiysis of the tibia by the infection 
burrowing through the epiphysis into the joint, the epiphj-as 
was disturbed and the epiphyseal cartilage was more or less 
stroyed and the growth of the leg was retarded so tbs tibu is 
1§ inches shorter than the other one That is unfortunite 
because e%cn after we have succeeckd in straightening the leg 
itwfllstiUleave thiileg U indies shorter than the other one bvt 
I feci certain that if I can restore motion to this ngid joint ^e 
will have done thK boy incalculable benefit. 

Sow we have very carefully ajqihMj the McDonald solutioa 
to the leg thigh and knee The question of using a constnetor 
ansev. Sometimes one does and Mimeumes one does not I an 
not going to use a constnetor here I do not think we will 
very much bleeding I dislike putting on a constnetor for too 
long 3 tune Of oouf*< a constnetor can be left on for an hour 
or an hour and a half with perfect safetv but with a constnetor 
kit on lor a long time for one and a bdl hours or more thsrt b 
likely to be some disturbance ol the nuinUon of the part, and 
there is likely to be more posioperauve coring than there would 
be otherwis*- biow ii l almost needless to say that in the per 
fonnanoe of thi» operation we ezerose extreme care in following 
out the Don-contactmg proposition 1 might call it the Lane 
technic the asoidance of touching the wound with the fingers 
or touebng any mstrumenlv that go into the wound or touch- 
ing any part of the m tniment that «ub®equcntlv goes into the 

wound That principle has to be observed from begiimiflg to end, 

espeaally in bone cases but of course it should be observed in aH 
operations If in all our operabon'^ we followed out that ptm- 
aple we would ha\ e little if anv infectiou but espeoally u> that 
true ID the bone operation The pon® s are not picked up 
the gloved hand but are picked up with forceps 

\\ e will make the out«- incision a cun ed one about 7 inches 
long, extending somewhat above the patella and below the tuber 
oatyof the tibia (Fig 39 A I could make a boisesboe flap 
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the con\e\it> upward or downward but cvpenencc has shown 
that tliese flaps arc \ery prone to become necrotic whicix is a 
\er> undesirable complication Now we are separating and un 
dermming our skin flap from each side so as to cvposc the tissues 
and structures beneath We have m \new now the outer aspect 
of the knee and the external lateral hgaments 1 shall now make 
mental measurements of the size and location of the external 
lateral flaps which ordinarily should be about 2 or 21 inches 
wide at the base and 2 to inches long 1 am determining now 
the junction of the tibia and femur with my forceps Tht base 
of this flap la going to be a httlc bit beyond the margin of the 
external tuberosity Here is the ligamcntum patella: We will 
not disturb that As I said before m fashioning this outer flap 
w e go through to the bone catching the fascia and all the tissues 
down to what is called the s>no\nal membrane Now I am 
fisKuwwws the twatgw of the flap Uwfortwwotcly Uxoto \% 
no fat here at all Now I am dissecting this outer flap from abov c 
downward taking all the tissues down to the lateral asj '•t of 
the femur This dissecting back of the flap 19 about as difficult 
as though we were dissecting back the periosteum There goes 
one of the articular branches \ou alwa>s want to make >nur 
Haps larger than >ou think >ou want them to be cspcciall> when 
>011 arc making free flaps It is wonderful how they shrink in mzc 
U IS like making flaps far an amputation— alwajs make large 
thick skin flaps and they will alw ays be right \\ c ha\ e dKscctcd 
thi flap with the base down about J inch bejond the junction of 
the femur and the tibia (Fig 39 2) 

Now I make an inci ion on the outer side of the knee through 
the lateral extension of the biceps so as to expo c the pitella 
because wc must expose the patella in onler lo chi el it loose 
from the femur but prcsciMUg the bgamentum patellx It is 
trtlcrlj impos ible to separate the patella from the femur with a 
‘‘^rilpil U >ou -Cl in the x raj picture there is absolultlj a 
l«nj fusion In fact there is a fusion of e\ir>thing There 
*- scared} an) thing left tint jou ean determine as to H' identil} 
Now We will go lo the other side \\c will fashion our flap 
®'cr there before we l<M>s<,n up the patella Wc will make an in 



142 wnXiAM HESSERT 

of the muscles on this side there is » difference m the arcumieraice 
of the two legs ol about l| inches Another point of importaua 
that has not been brought out jet is this t^t owing to the o 
loliement of the upper epiphj*sis of the tibia bj the infectna 
burrowing through the epiphysis into the joint the quphj'ss 
was disturbed and the cpipbj’seal cartilage was more or less de- 
stroyed and the grow-th ol the leg was retarded so tbs dbja b 
IJ indies shorter than the other one That is unfoitunate, 
because e^■en alter we ba\e succeeded in straightening the les 
It wiU still Iea^ e Uus leg I § inches shorter than tic other one hat 
I feci certain that if I can restore motion to this ngid joint ire 
wiU ha\e done this boj incatcubble benefit 

"Sow we hai-c leij carefuUj applied the McDonald solution 
to the leg thigh, and knee The question of using a constnetK 
an-vs. Sotneumes one does and •^metimes one does not I am 
not ^ujg to use a constrictor here I do not think wc will haw 
verj much bleeding I disUte putung on a constndor for W 
long a time Of course a construioi can be left on for an hour 
or an hour and a half xnih perfect safetj but with a censtnetor 
left on for a long tune for one and a hail hours or more there » 
liely to be some distxu-baace of the nutnboa of the part, and 
there is Ukclj to be more postoperaUve ooziog than there wouH 
be otherwise bow it la almost needless to «AS that m the pet 
formance of this operation we exercise extreme care in fonomog 
out the non-contacticg proposition I might call it the Lan* 
technic the avoidance of touching the wound with the fingrt* 
or touching anj ui'tnunents that go into the wound or touch- 
ing anj part of the usstrument that ^ubsequentlj goes into die 

wound Th3tpnnciplchasiobeob=ervedfnjaibeginmngtoendi 

egjeaallj in bone cases but of course it should be observed lo sS 
operations- If in ail our operalions we followed out that pna- 
aple we would haw little if an\ infection but espeoall} b tha^ 
true in the bone operation The sponges are not picked up with 
the glowd hand but are pi Led up with forceps. 

Vi e will make the outer mojon a cur\ ed one about 7 inctrs 
long extending somewhat abo\e the patella and below the ^her 

oatj oftheobtaiFig ad I could mate a horseshoe flap with 



ARTHROPLASTY OF THE R.NEE 


J43 


the conNcxity upward or downward but experience has shoivn 
that these flaps are %erj prone to become necrotic, which is a 
rery undesirable comphcation Now we are separating and un 
demiining our skin flap from each side so as to expose the ti'isues 
and structures beneath \\ e hi\e m view now the outer aspect 
of the knee and the external lateral ligaments I shall now make 
mental measurements of the size and location of the external 
literal flaps, which ordinarily should be about 2 or 2| inches 
mde at the base and 2 to 21 mches long I am determining now 
the junction of the tibia and femuf with my forceps 1 he base 
of this flap la gomg to be a little Int bejond the margin of the 
external tuberosity Here Is the ligamentum patell-e We will 
not diaturb that As I said before, m fashioning this outer flap 
lie go through to the bone catching the fascia and all the tissues 
doirn to what is called the synodal membrane Now I am 
fashioning the outer margin of the flap Unfortunately there is 
no fat here at all Now I am disscctuig thi» outer flap from above 
dowTiward taking all the tissues down to the lateral asp''''t of 
Ihe femur This dissecting back of the flap is about as difficult 
as though we were dissecting back the periosteum There goes 
one of the articular branches You always want to make jour 
Ibps larger than jou think >ou want them to be especially when 
jouarcmakingfreeflapi It iswonderful how thej shnnkinsize 
h b bkc making flaps for an amputation — alwajs make large 
thick «kin flaps and they will alwaj^ be right Wehaxe dissected 
the flap with the base down about « mch bejond the junction of 
the femur and the tibia (Fig 39 2) 
how 1 make an incision on the outer side of the knee through 
e lateral extension of (he biceps so as to expose the patella 
xau«c We must expose the patcUa m order to chisel it loose 
”*1 the femur but preserxing the ligamentum patells It is 
) impossible to separate the patella from the femur with a 
pc As JOU «ee in the x ray picture there is absolutely a 
U'lon In fact, there is a fusion of e\crj thing There 
j anj thing Hi that jou can determine as to its identity 
oift tv' other side ^\e wall fashion our flap 

V before w e loosen up the pateUa We w ill make an m 
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cision on the inner side, starting below and behind the tuberositj 
of the tibia and carrjmg it up abo\e the patella so that the old 
scars do not come in (Fig 39 B) AVe readily separate the skin 
from the underlying surface Non let us see where we are going 
to fashion our flap on the inner side We will start about | inch 
below , bearing m mind the locabon of the patella and bringing 
our incision up about 2^ inches Now we start dissecting down 
keeping close to the bone as before We make an mcision begin 
mng above the patella and loosen up the patella Then we will 
be read} in a moment to chisel the patella loose This is anj thing 
but eas} , because the patella is very firmly umted to the anterior 
surface of the femur First we will loosen it up from the outer 
side and then we will proceed from the mner side Now I have 
the patella loosened so I can get the chisel under it all the way 
across Now we proceed to the separation of the tibia from the 
femur We first determine the margin of the tibia here We 
are retracing the tendon of the patella inward Now using a 
curved chisel I am going to proceed to loosen up the outer cond} le 
endeavoring all the time to preserve its round contour That is 
I am using a curved chisel Now on the inner side wc will 
do the same thing to determine the junction of the tibia and 
femur and separate them In some favorable cases of ankjlosis 
the tibia and femur are ankylosed only for a short distance but 
2s }ou Will sec in thi» x ray picture the bones are adherent over 
a very wide surface and require very wide chiseling apart The 
angcrous place is the popliteal space There is no sign yet of 
t 'sguing A\c havenotyct succeeded in chiseling It off enough 
ou w ill agree that this is any thing but an easy task in the fact of 
'uch an cvlcnsivc ankylosis (Iig 40 3) Now we have it loos 
cned Isovv we must be extremely careful not to make any violent 
^ orts at extension bccauscwc have our popliteal vessels on ten 
I think before I make any attempt at extension I will cut 
2''a} more of the tibia bearing in mind that I want to preserve 
intercondyl oid ridge I will take off IJ to IJ inches of the 

,1, jL*" ^'^“1 Incision? on the inner and cuter a«|icrt!> of knee 2 \\ und 
1^. I T1 c fjuadnUtcral interrxKinc flap has been dissected (I clo^ to 

'^^'•nemth.isba.edonnnard 
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ciMon on the inner side starting belo« and behind the tubertMU 
of the tibia and canjmg it up abo\e the patella to that the old 
«cars do not come m (Fig 39 B) e readil) separate the tkin 
from the undecljing surface Xow let ua <ee w here we are goir; 
to fashion our flap on the inner <ude W e will «tart about | inch 
belov, beating in mind the location of the patella and banmni 
our incision up about 2J inches Now we start du-ecting down, 
keep ng close to the bone as before \\ e make an incLion beem 
rung abo%e the patella and loosen up the patella Then we will 
be leadi in a moment to chisel the patella Ioo>e ThL la aniTL^r 
butcasj because the patella Is \er) firmls united to the anterior 
surface of the femur First we will loo^n it up from the outer 
Mde and then we will proceed from the inner «ide Now I fcaie 
the patella loosened so I can get the chbel under it all tie was 
across Non we proceed to the «ep.iraUoa of the ub.a f’os the 
lemur ’fte first determine the margin of the tibia he-e 
are retracing the tendon of the patelU inward. Now n-jia a 
cuned chisel Iamgomgtoproceedtoloo^Duptheoute»cDsd ■'a, 
endeaionng all the time to pre«<r\e its round contfu* Tha* a 
^h) I am using a curi ed chtel Now on the inner » v- xC 
do the same thing to determine the junction o th» C.^ int* 
lemur and separate them In -cme faiorable cases re ani* j ‘u. 
flietihuand femur are ankjlo^ calx for a -ho’t d..tan..i. 


as )ou will «cc in this x raj picture the bones a" a.-w-'Uin 
*'er} Wide surface and recjuuc sctn wif^e ft — 

'iMgcroii, place i, the popliteal pace Tier- . n, .aitr 
Is gii mg It e hai c not i et succeeded in chiteuns c- rn i«=ri ^ 

touniQagreethailhisisam-thjngbutanear ^ - 

''ich an ertensive ank.>l(sis fFig 40 3/ Vw-x*^ jj 

««1 Now w e mu t be extremeh carefij c f t. , 

*■ oris at ertensioD becau->c we ha\e ^ ^ ^ 

n 1 thmk before I make ani aiten-t trr j' rr T -r.’iv 

more of the tibia bearing m cex* I - r ^ ' 
^' etcondi loij ndge I vrill teieerr r 

" "'“ool Tt, cal , 

' ih t bi-e <ji>»-nira-ri 
'OU. 
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and the joint does not have to be disturbed to such an extent 
Here e had to take ofl so much of the tibia in order to get flexion 
It IS not enough to get extension but v\e must get flexion As 
the doctor makes traction here jou see there is 1 nice separation 
of the bones This drainage is put m to carrj awaj the oozing 
There is considerable oozing but we would have had the same 
oozing had we put on a constnetor The dressings arc now ip 
plied We will put on a posterior sphnt and tomorrow we will 
put on a Ruck’s extension 


ADDENDUM 

The prolonged anesthesia and the hemorrhage resulted in 
considerable shock to the patient but he responded nicclj to 
hjpodermocljsis and intravenous injections of digalcn \ftcr 
the immediate danger of the operation had been overcome 
there remained two further factors which were the source of the 


greatest anxiety to the operator The first was the condition of 
the external popliteal nerve and the possibilitj of its hiving 
been injured during the operation The second was the state of 
nutrition of the leg While the position of the nerve was con 
slanlly kept m mind it was still possible that it might have suf 
Iwcd injur> or been severed cnlircl> The resulting paraljM-. 
c pcciallj if permanent wouhl be ilmost if not quite as bad i' 
the original trouble As to the second point I verjone know 
that m straightening out 1 knee joint which his been fixed in 
flevion for jears with the popliteal vtsseU in all likelihood sur 
rounded bj scar tissue there is danger of narrowing the lumen 
of the vessels suflicicntl) to cause tem{H)nr> cmbirnssmcnt 
of the circulation or even gangrene of the leg 

The terrible suspense was ended next morning when to our 


great joj it was noted that not onlj was the einulati n of the 
J>oi perfectl) normal but voluntaiy motion w i-. il o p I'mIjIi m 


t 1 ! 41 —5 \ll najrt { iiie lateral palrlbr hi Um I x ’I n i lacc 

letli«x|«cc«li]lfx tincUl xc nllclxn an I tl r il n 1 1 rt u c T! ere 
ue R ih which to rec n inifl lateral I cam nt 6 I nal aifwinnce Ix-fore 

' “tire of Houn 1 1 s hemit c anter r i e* 1 I ntour ol rccon 

‘ructcilj ntniih [\ inicr]«>»cilfu ti n ItTanilanl 
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all directions There had been considerable pain which was al 
most iiLtantl} rehe\ed when the extension was put m 'emce. 
There was al-o quite a bit of bloody ooztng but the drains could 
be di pensed with after the fifth dai The wound healed b\ 
priman intention eliminating the third and not the least 'ource 
of danger — infection 



r- 42 — trtliroplasty for tony aiit}'kiEis of the tnei soon *fttf eperaOOD- 
\Dtenor«eir -loirs pttfect adaput on of the remodeled bone end TodUon cf 
bead of tbula gi es an idea of the amount ol tissue remo ed. Note that tie IcDo 
ans cf the leg is tml) preserved. 

The eiten ion was maintained for four weeks during which 
time the patient wa enlirch comfortable and moicd his knee- 
joint \-oluntan!\ ^ter a month m bed the bo% was about the 
ho pital on crutches for a month longer recening massage and 
gentle pas=ne motion \t the time of his discharge from the 
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hospital two months after operation his condition wis as fol 
lows 

Extension passive and iclixe is complete and free From 
the extended position flexion is possible activcl> for about 60 
degrees, the leg can be bent passnclj a little further \ \cr> im 
portant feature to which especial attention i^ directed is the f icl 
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wealjiess whate%er The bo\ can «alk fine without dutches 
although ad\l^e<^ not to discard them for a while \eL The joint 
Is ^ ■strong and firm that no support or bandage whateier b 
worn. 

The patella is fairh mov'able and «hows no inclination to 
readhere to the femur It is not unliheh that as time gots 
on there will be more improxement in the wai of flexion but 
e\cn if "Such «hould not be the it can safeh be asserted 
that the success and improNement thus far altamed haie j-s 
tified the formidable and hazardous operation to which this 
patient was subjected 
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ACUTE EEUS CAUSED BY THE APPENDIX ADHERENT 
TO THE RIGHT OVARY 

Smumury Etiology diagnosis and treaUDent o( mechanical ileus— differentiation 
from ileus of other types—cases lor medical management— when surgery is 
indicated operative technic— bow to locate tie point of obstrucHon— the 
question of drainage of obstructed loops after care stcendary paralytic 
iIeus--maoage(neot frequency of ileus due to tie appendix acting as the con 
Btnetiag agent 

May 17 1917 

This patient, a Russian housewife forty four years of age, 
Was brought to the hospital at 8 p m last night because of severe 
cramps m the abdomen, assoaaled with vomiting and obstipa* 
tion The cramps began suddenly about 5 p si the day before 
)e5terday, Tuesday, May 15th and were soon followed by re- 
peated vomiting In all she vomited about fifteen times before 
her entrance into the hospital She had her last bowel movement 
hlonday afternoon and this was the result of having taken Epsom 
sails on Sunday Although she has been somewhat constipated 
for some time there has never been anything peculiar about her 
stools, which have been formed and of normal caliber Since 
the onset on Tuesday the cramp-likc pains and vomiting have 
continued up to the present time The pam has been severe all 
the abdomen, though it is most severe in the epigastrium 
Sbe has had a chrome productive cough for several years but 
of hte she has felt as well as usual and has not had any abdomi 
Dll distress The present acute abdominal symptoms came on 
suddenly, without warning In this connection her past history 
u of interest 
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At the age of eighteen she had a laparotomy performed to 
remove a tumor from the tight ihac region Sub equently a 
second operation was done for the same condition Both of these 
operations were performed to Russia 

The patient has been at this hospital on two previous oc 
casions The first time was four years ago when m August, 
1913 she enter^ the ser\^ce of Dr Ludv. ig Simon and was de 
hvered of a normal child This was her se\enth normalfpreg 
nancy Her pre\nous history recorded at that time was entirely 
negatne except for the two laparotomies mentioned before 
The labor which lasted one hour and forty minutes wasuaeient 
ful h .0 anesthesia or other medication was admmistered- Ji-t 
following delivery the patient became marledly dyspneic and 
felt faint She began to cough somewhat but not a great deal 
The cough which she dates from llus time has n«er left her 
Dunng the rest of her stay la the hospital she bad ere attacks 
of dyspnea with profu«e sweating and was quite weak Am>d 
P irquet test was made and ga>e a positiie reaction in twein 
hours Dr Joseph C Fnedmao saw the patient m con.ultation 
and made a diagnosis of pulmonary tuberculosis \M3en «he 
was discharged from the ho pital in September she was advnsed 
to wean the baby because of her pulmonary disease 

She was not seen agam unld eighteen months later when she 
re-entered the ho pital in January 1915 on the senice of Dr 

Lester E Frankenthal becauseofpam in the lower abdomen that 

had begun eight weeks before and dated from the time of her 


last menstrual penod Her menstrual history was othensTse 
normal She also complamed of a chronic producti\c cough. 
This she dated from the time of her last pregnancy as mentioned 
before There had been no hemoptysis She gave a history of 
a shght evenmg nse m temperature night sweats and loss of 


appetite but she did not beheve she had lost weight 

Examination showed that the patient was two months preg 
nant, but nothing abnormal in the abdomen or pehis Dr 
Fnedman was asked to examine the patient in regard to her lung 
condihon and he made a diagnosis of fibroid phthisis There 
was dulness over both apices and over the upper portion of the 
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nght lower lobe, posteriorlj There rvere crepitant and sub 
crepitant riles over these areas of dulness The sputum was ex- 
amined repeatedly, but no tubercle baalli were found, only 
pneumococci, staphylococa, and streptococci 

As you no doubt well know, pulmonary tuberculosis is ag- 
gravated by pregnancy, and if active is therefore an mdication 
for the mduction of therapeutic abortion and the prevention of 
subsequent pregnanaes On this indication, Dr Frankenthal 
emptied the uterus and, m addition through a low abdoinmal 
incision, ligated the fallopian tubes The operative record shows 
that on January 23 1915, under gas-ether anesthesia a low me- 
dian abdominal section was made and the fallopian tubes were 
erposed and both treated in the foUowmg roanneT After 
doubly ligating the tube a short distance from the cornu of the 
uterus the tube was divided between the two ligatures the layers 
of the broad hgament separated, and the proximal end of the 
diMded tube was buned m the broad ligament and covered oxer 
ty peritoneum The abdomen was then closed Finally the 
uterus was curetted and the cavity irrigated with 2 per cent 
tincture of lodin Histologic examination of the ti«sue from the 
ouretage showed this to be decidual and placental tissue The 
patient made an unexentful recovery and was discharged at the 
ond of three weeks 


Since her discharge from the hospital m February 1915 
Uothing further has been seen of the patient until last night when 
at 8 p M she was admitted to the medical service of Dr Fncd 
®an With the tjpical history and symptoms of ileus as mentioned 
ui the beginning of the history 

Examination showed her to be a rather emaciated woman, 


'Uffenng great abdommaT pain and apparently very ill Her 
checks were flushed and her expression anxious Other%v]sc 
^mmation of the head and neck showed nothing of interest 
^mination of the chest showed unpaired resonance and harsh 
•^ih sounds oxer both apices and oxer the upper portion of the 
low or lobe, posteriorly , but no riles The heart w as normal 
abdomen was «omewhat distended and meteonstic In 
right lower quadrant there was considerable bulging m the 
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long, wide, but rather shallow tnaslonal hernia, which has de- 
^■elopcd m the scar of one of the old laparotomies for the turner 
m the iliac region The picture was as } ou see it now, only with 
this diFerence At tliat time sTsfble peristaltic waies cocM 
be seen to pass from left to right across this promment bulging 
m the nght lower quadrant of the abdomen The abdomen was 
diffiiscl} tender on pressure throughout, but there was no ngid 
ity Iso abdominal tumor was palpable Examination of the 
neriTjus system was aegatite The temperature was F, 
pulse 104, and respirations 24 

A diagnosis of Deus iras made and «he was at once girea a 
soapsuds enema This was expelled clear, without any fecal 
matter Later m the evening she was gi\en ^gram of atropuu 
hjpodenmcally Dunngthcevemngshevomitedafoul'smelliog 
fluid, which was descriM as bemg fecal m character At 10 
o'docL she was giv en a nutlc and molasses enema. This also was 
expeUed clear, though «ome flatus was passed At xmdnight 
the temperature was 100 8® P rectall), pulse 104 and respira 
tions 24 The patient slept fairly weU during the night At 
2 A. It «he received a second hypodermic of atropm (gr A) 
Early m the morning she was given a second TniH. and molasss 
enema This agam was expelled with a gmall amount of flatus, 
but no bowel movement She continued to vomit The leuko- 
cyte coimt was 12000 The blood pressure was 115 systole 
and 72 diastohc. A morning «peamen of unne showed an acid 
reaction, a trace of albumin nosugar casts or acetone, IS to 20 
whiteblood-coipusdesand 3 to6redblood-coipusdes tothebgh 
power field- 

At 9 A. iL Dr Fnedman pratninpH the pabent fluoroscop- 
icaDy, but without introducing any bismuth This seemed to 
confinn the clinical findings — that the obstruction was probably 
in the lower 2eum~but the examination was not entirely satis- 
factory However, as Dr Fnedman beheved there was no ques- 
tion but that the pabent was suffenng from ileus and that this 
jw^mred surgical care he tramfezred the pabent to the surgical 
departmenb 

^Tien I fint saw the pa bait at 9A0 this morning the findings 
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were about the same as those descnbed m the record of the med- 
ical department, except that visible peristalsis was no longer 
to be made out That the patient was suffering from ileus was 
beyond question The fact that visible peristalsis had been seen 
in the nght lower quadrant of the abdomen shows that the ob- 
struction must be below this point, that is, either m the lower 
ileum or m the large intesUne In order to rule out the possibihty 
of the obstruction being due to a malignant neoplasm of the 
large intestine I carefully questioned the patient in regard to 
the frequency and nature of her bowel movements From her 
statements it was clear that she had been more or less consti- 
pated for some tme, but this had not been progressive, and had 
not mcreased of late, and her stools were formed and of normal 
cahber She was positive uv her statements that she had not had 
the narrow lead pencil like stools so suggestive of orgamc ob- 
struction due to annular carcmoma 

In order absolutely to exclude the possibihty of the obstruc- 
tion being m the large mtestme I have just examined the patient 
fiuoroscopically, giving her a bismuth enema, and watchmg 
the enema enter the colon The bismuth was seen to pass through 
the entire large mtestme as far as the ileocecal valve without 
neetmg any obstruction and without showing the presence of 
any filling defect This shows that there is no obstruction in the 
mtestme, and, therefore, by exclusion, the obstruction 
must be m the small mtestme 

Having determined this I was particularly interested to 
Icam where her pam was most severe, and I have just questioned 
her carefully m regard to this She insists that the pam is most 
m the midcpigastnum though she says it is almost as 
ao'ere all over her abdomen It is not more severe on the right 
side than on the left, and is not 3ssc\ere m the nght lower quad- 
as It IS m the epigastrium 

In ileus the site of the obstruction cannot at all be deter 
®nncd by the area m which the pain u felt In obstruction lo- 
oted in the small mtestme the pam is usuallj most 5c\erc in the 
^on about the umbilicus and also often in the epigastrium, 
** w this case E%en when definite unilateral distention and 
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local meteonsm is present as m this case it is onl) rarelj that 
the pain localized on the a&ected side and is uniUtera] In 
ileus of the large mtc«tine the location of the ^•a^es de- 
pending upon the portion of the gut that is distended If the 
transverse colon is distended most of the pain is localized in 
the upper abdomen ^Tien the obstruction is m the lower part 
of the descendmg colon the pain is located m the left side of the 
abdomen IMien the sigmoid is distended the pain is usually 
similar to the pain due to obstruction in the small mtestine and is 
'inularlj referred to the region of the umbihciis or in the smaD 
of the bacL. 

Having satisfied ourselves that the patient is <uffenng from 
an obstruction m the small mtestine it still remains to detenaine 
whether the obstruction is meckamcol or whether it is due to a 
localiud spam or to a more or less localized paralym of tbs 
portion of the gut t e whether the patient is suffenng iron 
nechamcal Qeus dynamic ileus or adynamic Qeus. 

When we consider that the patient has bad three Upaiot 
omies and therefore probably has adhesions and when we ccn 
aider further that her symptoms came on suddenly and foUowed 
the use of a drastic cathartic, which by setting up violent per 
istaLis causes various loops of bowel to change their position 
more or less it is logical to suspect that we have to do with a 
mechamcal type of ileus caused by an adhesion. 

^ e must, of course consider all the other causes and varieties 
of ileus in order to erclude them In order to do thi» system 
atically it is well to hav e some classification in mmd though it is 
needless to say that there may be a combination of causes m 
any given case and no classification has y el been suggested which 
IS beyond cntiasm. Some classification such as the foUowmg 
which IS a combination of seveml which have beoi proposed 
IS useful for chniral purposes 
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ILEUS— VARIETIES AND ETIOLOGY 

IreCHANICAL 

ruvCTiovu. 

A Siranpdalion * 

Apmslclhi (Adynarmc paralytic) 

1 AUvanctiesof exterailstnng 

1 General or local pentonitis 

ulated hemix 

2 Embolism and thrombosis of supe- 

Femoral 

nor mesenteric vessels 

Inguinal 

3 Uremia 

Umbilical 

4 Chronic drug poisoning 

\entral 

5 Reflex ileus 

Obturator 

Torsion of mesentery 

Iscbiadtc 

Torsion of pedunculated tumors 

Penncal 

Poncreatibs 

Lumbar 

Extrapentoneal abcess 

Vaginal 

Intra abdominal hemorrhage 

2 Internal hemi* 

Ulcerative ententis 

(a) Into tie various perito- 

Strangidation of omentum 

neal poclcets 

Ovary or testicle 

Fossa duodeno]e;uDabs 

Hepatic colic 

Parajejunal 

Renal or ureteral colic 

Fossa cscalia inferior 

Trauma 

Fossa caseaba and sub- 

Ovanan compression 

escal s 

Diaphragmatic pleurisy 

Hernia into the Douglas 

6 Operations OB mesentery 

pouch 

7 Spinal cord lesions 

Ilemu retropentonealis 

8 Afferent nerve lesion 

anterior 

9 Protonged nechamcal ileus 

Intersigmoid hernia 

(i) Through the foramen of 

nyptrpcrislaltK (Dynamic spastic) 

\\ mslow 

1 I^ad poisoning 

(c) Diaphragmatic hernia 

2 Tyrotoxicon poisoning (ptomainpoi 

(li) Apertures 

sonmg due to stale milk, cheese, 

Congeiutal or acquired 

or ice cream) 

slits (operations) m 

3 Hystena 

the mesentery, omen- 
tum ‘broadligamests, 
etc 

3 Adhesions and bands 
< Dnerticula Meckel s diver 
ticulum 

“ dejuIjjioM 

Adhesions 

Hands 

Operations 

* In this classification the term b used in the broad sense and not m the 

“t'cl pathologic sense although many of these cases do go on to strangubtion 

“ tfe slnct pithologic sense This 

IS one of the objections to this dassifica 
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UMAXTCU, rrwtOTAt 

C. CtnipranoH 

NcopUstos {ettnnsjc) 

Di^Ueed or^&as. 

Supenor meseaterK ressdi. 

Inflammatory «ad otter e^iw*-« r»« 

Foreign bodies. 
t) OhluraliM 

Stnctnres from ocatnz. 

Neoplasms (istrinsie) 

Foreign bodies. 

GaOHtones. 

Fecal unpactioa. 

E. /n/iunuer/fwMi 
P Vahatui 

There is nothing m the history or the phj'SicaJ findings to 
make us believe that we have to do with a fajpeipcnstslac 
(djuamic spastic) tj-pe of ileus for there is no cndeacs of lead 
poisoning and the negative history and the fact that the patient 
so completely purged herself just before the onset of the 2eus 
rules out tyrotoacon poisoning 

The fact that visible peristalsis was to be seen when the patient 
first entered the hospital would lead one to believe that the ong 
mal cause of the Dcus was some mechamcal obstruction rather 
than a more or less localized absence of peristalsis such as occurs 
and IS the cause of the obstruction m the apenstaltic (ad>H2inic, 
paralytic) t)-pe of Deus However the fact that visible pen 
stalsis was present does not necessarily rule out paralytic Deus 
for in cases of paral>-tic Deus there may be increased peristalsis 
m the loops just proximal to the area paralyzed Furthermore 
an Deus piunaiDy paralytic, may be compbeated by angulation 
with resulting mechamcal Deus — * « combination forms occur 
There is however m this case nothing m the history or the find 
mgs that suggests any of the coudihons that cause apenstaltic 
(adjuarmc, paralytic) Dcus all of which I have carefuDy con 
adered. 

There are certam peculiarities m the symptoms occurring 
m mechamcal Deus which are often of aid m makmg the differ 
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enlial diagnosis between mediaiucal ileus and the other two 
forms 

In mechanical ileus there is always pain and this is character 
istically recurrent and colicky in type This is soon accompanied 
by vomiting The vomiting m mcdianical ileus tends to mcreasc 
both m frequency and particularly in amount the longer the 
obstruction conlmues because the vomiting is due to the stag 
nation and backing up of fluids and food ingested mixed with 
the mtestmal and gastric secretions In the other two varieties 
of ileus the vomiting in general tends to diminish the longer 
the time from the onset This is explained by the fact that m 
fanct onal ileus the vomiting is largely reflex m nature and tends 
to dimmish progressively 

In mechanical ileus when the obstruction is low down the 
amount of fluid vomited is sometimes enormous In general 
the lower down the obstruction the greater the amount of fluid 
vomited The higher the site of the obstruction the less is the 
amount vomited and one must not forget that m case the ob* 
atniction is near the stomach as in gastromescntenc ileus 
the amount of fluid vomited may be very small although it is 
characteristic m that it consists of practically nothing but gastnc 
secretion 

In an uncompheated case of mechanical ileus fever is never 
present primarily As a general rule the presence of fever and 
leukocytosis speaks against mecbamcal obstruction and suggests 
some other cause for the ileus usually some inflammatory con 
diuon m the abdomen assoaaled with peritonitis or some m 
flammatory condition assoaaled with reflex ileus This is a 
'fry important point m diagnosis and one that should never be 

forgotten 

One occasionally meets with a case of mechanical ficus m 
^hich a careful history and physical examination will disclose 
the fact that the patient has some assoaated or compbcating 
Condition present For example in this case the fever and Icuko- 
c>losis can be easily accounted for by the lung fmdings Of 
Course this docs not rule out the possibility that the ileus may be 
due to some inflammatory condition in the abdomen but there 

TOU»— It 
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i3 nothing m her history to male one suspect local or general 
peritonitis 

Considering all these facts nbich suggest that the Beus is 
mechanical and m Mew of the absence of auNthing in the history 
or findings which would suggest that the ileus i» due to an\ of the 
conditions which produce functional ileus * e apenstaltic 
(adynamic paralytic) or hypeipenstaltic (djnamic spastic) 
Beus and since medical treatment has gnen no relief I feel 
that operati\-e interference t> indicated 

Let us bneflj recapitulate the esidence we hasT that suggests 
that the Deus la mechanical. The fact that the patient h_s under 
gone three laparotomies males it probable that «hc has some ad 
hesiOBs Except for her lung conition wilhits chroaicprodac 

U% e cough she has been periectlv well up to the moment of tfcc 
sudden onset of the se\ere colicky pain Her wmiting fofleweil 
this- The absence of any preMOus abdominal pain \oimung 
or any history of renal colic gall-stone colic or the like is strik 
mg The fact that the xomiUng since its onset has teen pru* 
gressi\ely increasmg fc> significant, as is aLo the fact that ^i-ih’e 
penstaLis has been pre<enL Finally the faDure of lhorcM|h 
medical treatment, added to all the other endeace makes the 
indication for surgery absolute While it l, ircposJble to say 
po«iti«ly that the obstruction n* mechanical, the grtat prob- 
ability is that such is the case 

Considering the various pos ibiltbes as to the nature of th* 
mechanical obstruction we can only say that no external berm® 
are to be made out except the mcuonal hernia. This is '=0 broad 
that it seems improbable that it is the came of the obstruction. 
The presence or absence of the tohous other conditions which 
come into consideration can only be determined at our eipln- 
jatory operation 

■Now that the patient is anesthetized we will proceed to the 
operation Just before «tartiog the anesthetic m these cases it 
i3 adxasable to empty the patients 'tomach thoroughf) by 
means of the stomach tube for in case this is not done as soon as 
be IS completely under the anesthetic and the sphincters relax 
patient t> ' ers apt to \omita large amount of fluid and aspirate 
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this with the result that he drowns m his own vomitus To 
further guard against this I am takmg the additional precaution 
to s! ghtly elevate the foot of the table This will also facilitate 
the operation You w ill note the median scar through which the 
tubes were ligated two years ago and aUo these two scars on 
the right side from the old operations for the removal of the 
tumor This bulguig on the right side is due to the distention 
of the gut protruding through the masional hernia 

Operation — We might open the abdomen through the m 
cisional hernia so that we could rqjair the hernia after dealing 
ivith the ileus but with a patient suflering from ileus even of 
short duration it would be poor judgment to subject the patient 
to the additional time on the operating table that this would 
necessitate and so we shall not attempt to do anythmg with 
the hernia today Irrespective of the deus one would not at 
tempt a radical cure of a hernia while a patient has a chronic 
cough unless there were some speaal indication Furthermore 
It is impossible to know beforehand just where the obstruction 
IS located and for this reason it is best to make a median incision 
As I am quite sure that the site of the obstruction is in the lower 
ahdomen I am making my mcision from just below the umbilicus 
downward toward the sj-mphjsis Through this mcision an 
chstruction m any part of the abdomen can be thoroughly dealt 
wih and this is a good incision in all cases where the site of the 
obstruction is m doubt It is essential to have ample exposure so 
that the operative w ork can be done quickly and the abdomen can 
be explored thoroughly 

l'>ow that I have cut through the skm and subcutaneous fat 
ool} the linca alba and peritoneum remain to be divided \\ e 
sfc m the peritoneal cav ity These red distended loops of bowel 
St present themselves m the wound arc greatly distended loops 
0 small bow cl Although thej hav e the caliber of large mtestine 
cne can tell that thej are small mtcstinc from the fact that the} 
'e no tinea show no haustrx and possess no appendices epip 
■f® The V erj bright red color of thc«c dislcncii^ loops shows 
I due to the interference with the circulation and the pro- 
iiged «tasis of the fecal stream thej are grcatl} inflamed 1 e 
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a moderate pentomtis IS already present There is no free fltnd 
in the pentoneal cavity however You see these distended coils 
show no peristalsis In other words an adynamic or paialjlic 
Deus has taken place due to the prolonged duration of the ob- 
strucbon This of course must be located below this portionof 
the bowel for as you know the portion of the bowel below 
the site of obstruction becomes collapsed whereas the portion 
of the bowel just above the obstruction becomes more and more 
distended- At first the musculature makes abnormally forcible 
efforts to overcome the obstruction Later however due to 
overactivnty the muscle becomes paretic and finally paralytic, 
and the distention then increases 

As we know that the obstruction must be lower down and 
IS not in the large mtestine I shall at once try to locate the 0eo- 
cecal valve and beginning at this point shall follow the ileum 
upward until I come to the point of obstruction In cases where 
the site of obstruction has not been determined one should 
work systematically One of the best methods of procedure is 
to locate the cecum and determine whether or not this is distended 
In case the cecum is distended it is evident that tie obstruction 
must be somewhere lower m the large intestine If however the 
cecum IS not distended the obstruction must be somewhere 
higher and must, therefore be m the 'mall intestine Begmnmg 
at the ileocecal valve one proceeds to follow up the collapsed 

small mtestine until the point of obstruction IS metwith Above 

this pomt the bowel will be distended It is often imprudent 
however to follow this procedure for on opening the abdomen 
the distended loops so frequently present themselves and if 
one should attempt to palpate the cecum there might be danger 
of rupturing these greatly distended loops In such a case one 
attempts to find a collapsed loop of bowel and to tiaca its mes- 
entery back to its ongin from the 'pme in order thus to deter 
mine which is the nght « de or upper surface of the mesentery 
and which is the left or lower surface Havmg determined tbs 
if one proceeds to follow the lo<q» to the left and upward he will 
come upon the site of obstnicticai which must be proximal to 
the collapsed portion of the bowel In rbg case I do not readily 
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find any collapsed loop, and so shall folIo^\ the distended loop 
douTiward and to the right I shall replace these distended loops 
of small bowel as I proceed in my search, for one should not 
eviscerate a patient I am now almost down to the cecum Low 
down in the right iliac fossa I am quite sure I feel a band that 
seems to be the cause of the obstruction I shall try to show it 



^ >ou I ani sure I haic found the rausc of the trouhlr 

ov\ jou can ^cc it You it is the appendix the lip of •i.lirch 
» adherent to the right ozarx (rig 44) The bowel above thix 
*rc-i nf constriction is distcnilccl, while jou «cc th it tiu portion 
'ilow the area of constriction is collaiw.<] It js now clear whv 
coul<l not find any collapsed loop earlier You see that the 
* J'lructiiin is a \cr>- short distance from the iIcociljI valve, 
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Fi^ 4 — Pholo'Taph of appendix fnaiural ue \oXt tie troo" btai 
»dhe-lons that bo nd lir l j of the ai^md i to tie »n A The t o of the »r- 
j^ndixcan be plainl nadi not a a can aUu the d taJ po ni of mserUon of it' 
cie«o-aopen<lix (C The (ion on of ine«oa|i«mdLt ms a»a i -een at the res et 
of the appends^ Th te vhere the appctid a <ra clairfed al=o pUit-s 1° ** 
venfiJ 

that onl> a loop of gut has been con tricted the point 

of ob-truction bein" about la inches from the Beocecal t-al'f 
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The ovary is greatly enlarged and is cystic You see how thor- 
oughly this loop IS constricted, being held against the posterior 
parietal peritoneum by the appendix m front, the free margin 
of the meso appendix above, and the diseased ovary below As 
we have now already examined tbe entire small intestine, and as 
our fluoroscopic exammation showed no obstruction m the large 
intestine, we are sure there is no second pomt of obstruction and 
can dismiss this possibihty One must never fail to remember that 
there may be more than one pomt of obstruction I am now clamp- 
ing and dividing the meso appendix, begmmng near the tip, just 
as one does in any ordinary appendectomy Now that I have 
partially divided the meso-appendix I can shp my mdex finger 
under the appendix, between it and the constneted portion of 
the gut Now the gas m the distended portion passes downward 
wto the collapsed portion and fills this out There is no peristalsis, 
however The fact that there is no peristalsis is of bad prognos- 
tic import, for even though the onginal cause of the ileus will 
be overcome as soon as the appendix is removed the patient may 
f ^ ’ P^^^^ytic ileus The distended portion 

of the intestine contains practically nothing but gas This is 
explained by the fact that the patient had so thoroughly purged 
erself just before the onset of the ileus No operation for ileus 
** completed if the patient leaves the tabic with the 

omen greatly distended Now that the strangulation has 
cn reheved, by gentle pressure I am forcing a considerable 
amount of this gas downward It is a question w hethcr I should 
a ow this air to escape by making a small masion in the distended 
or by mserting a needle This should always be done m case 
ere IS much fluid and gas in the distended portion of the bow el 
f seems hardly necessary however mthiscase 

am now completmg the division of the meso appendt’t 
IS an unusually long appendix mcosurmg somewhat o\er 5 
c es You see the appendix extends almost vertically upward 
™ni the ov’ary, to which the tip is still adherent passes over 
c constricted loop of gut continues vertically upward for 
^me distance, finally to arch laterally toward the medial sur 
of the cecum, which it then follows downward m a 
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%ertjcal direction to its usual site of ongm \ow it is free 
except at its origin from the cecum and at its tip where it 
is still adherent to the ox’ai} I am now separating it from 
the o\-arj It Ij now free from the os-ary, and it onl) rmanb 
to remose it m the u^ual manner — t t to complete the aj^Mi 
dectomy I introduce a purse-string of black waied sHk into 
the wall of the cecum about the base of the appendix, now afply 
two Kocher arterj forceps near the base remo\e the proximal 
damp, and hgate the ba«e with a fine black waxed silk ligature 
in the grooxe crushed bj the proximal clamp just remox'ed. 
Isow with the scalpel I amputate the appendix between the 
ligature and the distal clamp We now treat the stunq) with 
phenol followed by alcohol, mx-aguiate the stump and bim it 
by tjmgthepujse atnag There are a few old adhesions between 
the terminal fleum and the panetalpentoneum. These I doubly 
ligate and ditide The cecum is *t21 fiimlj bound to the parietal 
peritoneum by old adbestons but I not disturb these 
(Fig 44) It would be easy to remove the diseased nght ovary 
bt}t the patients grave wndibon does not warrant even thb 
short additional delav and trauna If the patient recovers I 
c>.^Ti repair the ventral hernia at some future tune after her 
cough has been rontroUed and through this mcuon I shall 
remove thm right ovary As there la no free fluid in the pentoneal 
canty I shall not dram. A drainage-tube would have nothing 

to dram away and mi^t lead infection into the peritoneal caviQ 

from without Drainage is not usually necessary in these caacs. 
lam therefore closing the abdomen completely using a r unn in g 
plam catgut stitch for the pentooeum which I am closing sep- 
arately I am now closing the fascia with a continuous locked 
"No 2 diromic catgut suture I close the skm with a ru nn in g 
black waxed sflk suture No 3 The patient is m fairly good 

condition Shewillnowberetumed to bed and we shall have the 

head of the bed raised. As soon as she comes out from the anes- 
thePC die will be given a shock enema This consists of 8 
ounces of black coffee voth * ounce of brandy This will be re- 
peated every four hours till three have been given. We shall 
give her proctoclysis allowing the solution to flow for 
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two hours, then interrupting the flow for ti%o hours, and then 
reestablishing the flow for a second period and continuing in 
this manner as long as may be desirable As a solution I like 
4 per cent glucose in tap water This not only supphes nourish- 
ment, but IS also an easily absorbable carbohydrate which I 
believe is of value in combating the aadosis which is very apt 
to develop in a patient with ileus This proctoclysis will be 
continued until the patient can take fluid by mouth without 
vomiting She will be given a 1 1-1 enema (1 ounce of Epsom 
salts, 1 ounce of glycerin, and 1 ounce of water) every morning 
for three or four da>s after which time she will be given a laxa- 
tive by mouth if any is needed 

The after treatment of this case will be of particular mlerest 
and importance because of the adynamic ileus that developed 
as a result of the long duration of the mechamcal ileus Tor 
the same reason the prognosis is unusually bad 

Postoperative Course and Treatment (May 17, 1917) — 
l\’hcn the patient was returned to bed her pulse was 136 and res- 
pirations 28 The pulse was of fairly good quabty The post- 
^rative treatment mentioned above was earned out on the 
Crst daj She only vomited once that day after tlic operation 
water was given in 1-dram doses, beginning five hours after 
flie operation, and she had taken 8 ounces by midnight and did 


not vomit after this had been begun The pulse varied from 120 
to 140 during the day At4r m rectal temperature was 103 6® E 
j|nd remained at this height until midmght The temperature 
avmg riaen to this height 50 soon after the operation could not 
avc been due to infection from the operation but was probably 
oe to an aggravation of her pulmonary trouble 
fly midnight she had urinated Iwncc passing 9 ounces in all 
t midnight, the patient having been quite restless for several 
ours the intern ordered morphin sulphate fj gr hypodermic 
* )) This was repeated again at 4 a u If an anod>'nc is re- 
'piircd m these cases I usuan> prefer heroin (gr J) 

faj 18, 1917 At 8 A M her tcmpKiraturc was 104 6® F 
^ puW 132 At this time she received her first 111 enema 
bis was expelled, With a small amount of >cUow fluid, but no 
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real bowel movement and no flatus was expelled When I saw 
her at 9 A m her abdomen was considerably distended but there 
was no ngidity or particular tenderness. This I believed was 
entirely due to the paralytic ileus stil! continuing I therefore 
ordered phj'sostigmin (gr hypodennically) and in addition 
strychnm (gr ^ hypodermically) one hour after each dose of 
phj3ostigniin. I also ordered a rectal tube passed as indicated 
and hot turpentme stupes applied to the abdomen. 

I considered using pituitrm being familiar with the numerous 
recent pubhcations on its value m paralytic iletis egiecully 
postoperative ileus Among these C L Gibson s’ enthusiastic 
clinical report advocating the use of pitmtrm is of particular 
interest, as he is a careful observer and his judgment deserves 
the greatest coasiderauon On the other hand the experimental 
evidence on the action of the vanous pituitary extracts upon lie 
intestinal contractions and tonus i» very conflicting and the re- 
cent experimental mvestigauons must receive due consideration 

Sharnoff’ found that poslenor lobe extracts— vanous cornmer 
oal as well as freshly prepared and old laboratory preparations 
alike — ^instead of uniformly stimulating tie imstnped muscle of 
the intestine to contract as has been commonly believed is the 
showed great variability m their actions and often pro- 
duced deflmte and well marked lohibitjon of the movements and 
tonus He believes that there unquestionably exists in the pos- 
terior lobe some substance which is capable of causing relaxation 
of the isolated mtestinal loc^ and inhibiting its rhythmic con 
tractions and that its presence or absence in the extracts may 
depend on theirmethrxi of preparation He concludes that more 
accurate studies can only fae made when this is perfected or 
when the active pnnaple or pnnctples of the gland become known 

Hoskins* investigated the effect of intravenous injections of 
extracts of pituitary gland on the mtact small intestme of dogs- 
In 5 cases out of 6 a clean-cut depression of tonus and peristalsis 
occurred 

Cmnlar observations have been reported by Pancoast ana 
Hopkins* in a clmical study on the effects of pituitnn in H 
patients ‘The action was studied by means of fluoroscopic 
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ttajnination after administering a aintrast meal They report 
that roentgen examination is an accurate means of studying 
Certain phases of drug action upon the gastro intestinal tract of 
man \Vhile they found the effects of pituitrin w ere very variable 
there was sufBcient uniformity in their observations to draw defi 
rate conclusions They found thatmthe small mtestme motihty 
'ras as a rule either not affected or sbghtly delayed In the 
large bowel the drug produced little or no appreaable effect on 
motility 

As I had not had any previous experience with pituitnn in 
cases of paralytic ileus I decided not to employ it m this par 
Ucularcase and therefore deaded to tryphysostigmin although 
I have not much faith in it and do not ever remember having 
seen any results that I felt could be attributed directly to it 
At noon her temperature was 104 4® F and her pulse 104 
As she vomited some greenish fluid at this tune which was the 
^8t time she vomited since immediately alter the operation, 
1 ordered her stomach to be washed out 
IVhen I saw her m the evening her general condition seemed 
lauly good though her abdomen was still distended as in the 
morning m spite of the two doses of physostigmin repeated 
>186 of the rectal tube the contmuous application of hot turpen 
stupes and a second 1 I I enema given at 5 p u She had 
ad a poor day and had vomited twice durmg the afternoon 
2nd had not been able to retain the btUe fluid by mouth During 
the day the glucose solution was continued per rectum Because 
her toxic condition and the weakness of the pulse I deemed it 
^ntial for her to receive more fluid and so had her given a 
>podcrmocl>’sis of 1000 c c of Ringer s solution at 6 o clock 
had this repeated at 10 p m Hypodermoclysis has been 
ound of \’alue in cases of ad>'namic ileus The explanation given 
that It increases the arculation and therefore aids m rcmo%mg 
toxins Dunng the day her temperature had gradually 
^Pped and at imdmght it was 101 S“ T rectall> Her pulse 
d also gradually come down during the day to around 120 
'fay 19 1917 W’licn I saw the patient this mormng the 
day after operation her temperature was 100 8® F rectally 
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and puL>e 120 She scouted twice during the night. Her 
abdomen was sdH distended as it had been the day before. 
The use of the turpentine stupes rectal tube and stoiaach tube 
nere continued as was also the glucose solution per rectum. 
The patient was given but scry little water by mouth- A 1 1 1 
enema giv en in the morning failed to cause the jassage of a stool 
or flatus. Another one given in the afternoon resulted in the 
passage of some datuo hut no bowel movement. 

\Slicn I saw her m the evemz^ her temperature had nsm 
tol02 4®F andpulsewasaboutthesameasmthemoming— 120 
As I was convinced that I had overcome the otigtnal cause of the 
ileus I decided to give the patient a cathartic that night- I 
therefore ordered calomel gr i given every half hour for five 
dosCS- She vomited a brown offensive fluid twice during tie 
afternoon and evening 

The morning «peamen of unne showed a specidc gravit) 
lOJO aad reaction a trace of albumin no sugar acetone or 
ladican. The microscopic examination showed no casts and onl) 
an occasional white bfood<eII. Her leuiocj'le count was <000 

May 20 1917 On the morning of the fourth day her t® 
perature had come down to 1004" F and pube 1J2 She had 
vomited once dunng tie lugbt a coffee-colored fluid. As there 
was no result from the calomel b> the time I saw the patient, 
I ordered nulk of magnesia to be given in dram doses eveij th^ 
hours An enema given in the evening was expelled with con 
siderable flatus but no stool The turpentine stupes and glocD«e 
solution were continued the entire daj She spent a poor day 
and the distention had not decreased 

The morning specimen of urine was entirely negative- A 
complete white blood count was made and showed 8200 leiAo- 
Q-tes A differential count showed /9 pol^morphonudears 
icfnflll lymphocytes 4 large iympboi^tes and 2 transitionals 

As I felt certain that I had completely overcome the obstruc 
tion I believed the continuation of the ileus was due to the fact 
that the ongmal obstruction had been present for such a Jong 
^,,TTe before operation that we were now confronted with a para 
lytic ileus However I considered the possibility of having pr®" 
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duced a volvulus in returning the distended loops of bowel into 
the abdomen but as I had exercised great care in doing this I 
felt satisfied that such a comphcation had not occurred I had 
considered the wisdom of re-opcmng the abdomen on Saturday 
to exclude the possibihty of a volvulus but decided I was prob- 
ably confronted with a paralytic ileus only and as the pulse 
and temperature had come down gradually and the leukocyte 
count was only 7000 it was safe to wait to see the results of the 
Cathartics given by mouth 

By midmght she had received four doses of milk of magnesia 
Dunng the night this was continued every three hours also 

May 21 1917 The next day the same treatment was con 
tinued except that 20 per cent brandy was added to the glucose 
soIuUon m order to metease the amount of stimulation and 
nourishment From I to 3 p u she received 28 ounces from S 
fo 7 30 ounces from 9 to 11 and from 1 to 3 a total of 30 ounces 
Mid from S to 7 25 ounces This was a total of 113 ounces by 
proctoclysjs--20 per cent of this being brandy she had received 
22 1 ounces of brandy 

Dunng the day her temperature varied from lOO® to 101 4® F 
tectally Her pulse varied from 100 to 112 Her morning 1 1 1 
enema was expelled with considerable flatus but no formed 
stool An enema given hie in the afternoon was expelled with 
considerable flatus and a few feces She spent a fairly good day 
and only vomited once some greenish fluid no longer any brown 
*sh foul material At 9 p m she spontaneously passed a large 
fiquid stool mth small particles of feces She spent a fair 
night 


May 22 1917 On the monung of the sixth day following 
1 1 1 enema she passed a large formed stool Following 
this the distention completely disappeared She was now given 
night soft diet 


From this time on she made an uneventful rccoxery as far 
her ileus was concerned Her lung condition howexer 
continued to annoy her and she has run more or less temperature 


since and the condition has not improxxd now in months 
deed It seems to haxt progressed somewhat 
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Un/ortuaately, due to her constant uncontroHaWe coo^mif 
a hernia hits de\ eloped m the recent operatic scar but this js 
only what was antiopatedas unavoidable in such a case 

■Meissner* in a recent article reports a case of strangnlation 
Beils caused by the appendix acting as a constricting band. Tie 
patient gave a tj'pical history of appendiobs and at cperation 
the tip of the appendix was found adherent to the anterior ab- 
cformnaf waQ three dngerbreadths beZow the urnbibats andaboat 
threefingerbreadths to tbenghtof themedianhne ThetipoaJf 
was adherent and the body of the appendix acted as a con-tnct 
lag band strangidating a loop of small bowel which lay wedged 
in between the appendix and the antenor eurface of the cecuB 
He ends his article with the statement that he is not fafflilur 


with a single similar case and therefore beheves thisifltero=tmg 
kind of strangulation ffeus caused by ibe adherent remuforo 
appendix, ought to be r^rted It is surprising that a Gcnmn 
surgeon should be so unfamiliar with the available German hteia 
ture for perhaps the roost comprehensive monograph on 2eus 
x$ that of H ihns * 

^“Bnis^ quotes HAgenreimef s statisPcs on the frequeoey of 
strangulation neus due to bands omentum diverticula etc. Bil' 
(cnmmer found that of 29S cases of strangulalion ileus due U> such 
causes the appendix acted as the constricting hand tn 34 

In addioon IMlms giv es a list of cases reported in the Amer 
ican En^isb French, and German bteratare in which the aj^wj- 
dii acted as the constnctmg band 

In conclusion it may be of interest to know that WBms* 
points out that of all the organs the appendix ts the one which m 
account of ils adhesions gi es nse to slrangulalion ileus tnosf J't 
^uently Siroflarl> Sptengel * in ius monograph on AppendiPhs 
ic connection with his chapter on intestinal obstruction in rela 
tion to appeudiatis appends a li>t of cases in which the appen 


diz Itself acted as the constricting band The appendix may 
become adherent to the mesentery to the lower fleum to tie 
in the right iliac fossa m the region of the nm of the 
pelvis, in the true pelvis to the reetum to the bladder In 
the right ovary (as in this case) or even to the descending colon- 
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Cases of strangulatioiv caused by tiift fallopian tube becom- 
ing adherent to the right iliac fossa are more rare 
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CONSERVATIVE SURGERY IN CHILDREN 

Summary Local resection and open treatment rrrsus amputation in the manase- 
ment of mjur es and infections of ibe eaireimt es demonstration of ft case of 
pyocenjc infect on of the anile jo ot mih nccros s of entire tarsus successfully 
treated without amputation 

The case of this boy is illusttative of the necessity of con 
scrvative surgery m children Of course conservative surgery is 
not limited to ^dren and should be practised on the adult as 
^ cU This w ar is certainly teaching great If^ons in this respect 
With the large losses of extremities and injuries to the body and 
large numbers of men incapacitated, the question of conserv atism 
«as entered ^ery strongly into the consideration of operative 
procedure m cases of injuries But not alone injuries also other 
pathologic conditions require consersatism It is a fact that 
radicalism in surgery is compatible mth conservatism notwith 
^ndmg that both represent two entirely opposite principles 
0 strike just the happy medium is the most important factor and 
^determined by the surgical tact and experience of the operator 
hen We had to deal for instance with a tuberculous process 
resulting m the destruction of all the small bones of the wnst, 
•^rked edema of the hand and with tubercular masses and gran 
** perhaps Several fistula? in the skin above the lesion 
uvd to believe that wc had an absolute mdication for amputation 
* 'c tie scat of the tuberculosis This left of counc a stump* 
seemed pitiful to sacnficc the healthy fingers and thumb 
great possibilities of usefulness just bccau^ the mter 
^cdule portion between the healthy hand and the forearm abov e 
f iscascd wnst was so far advanced in destruction and still 
oo convervative measures «ccmed to be at all successful 

»OU 


•77 



Resections of the diseased tissues have been tned many iimw , 
but blood vcssck and ner\es bad to be sacrificed to such an extent 
that either a bmp hand, nhich could be nude of no functional 
use, or necrosis of the entire hand, was the result, and conse- 
quently the procedure was thou^t of no avail The same applied 
to disease of the hip or knee if the resection had to be nude so ex 
tensi\ e that blood \ essck and nCT\ es had to be saenficed, it was 
thought that there remained nothing but amputation above the 
seat of the lesion 

During the fast few jeats we have feamed, through the treat 
ment with bismuth injections, through the treatment with x ray 
and blue bght, to improve these conditions of tuberculosis to such 
an extent that we often transform diseased bones and soft tissues 
into Qcatnaal and sUU useful badges between the healthy fin 
gers and the healthy forearm The same pnnaple applies to 
knee loint and ankle joint affections 

The radical surgeon who amputates obtains a speedy recently 
of the patient, of course, but with a badly mutilated arm or leg 
I have repeatedly seen examples of such radicalism, which seemed 
to me to represent much unnecessary sacrifice, and it has alwajx 
been my endeavor to be as conservative as possible before gisifig 
up an arm or foot to amputation In children especially thn 
prxnaple should prevaO since there is a most remarkable pos- 
sibibly of reconstruction by nature 

As an example of conservative surgery la childien I present 
to you this boy JIaster D S , aged ten was brought to me by 
bis parents after he had been under treatment by one of om good 
local surgeons for several weeks As this surgeon told me the 
boy came to him with a sepbc infection localizing itself m joints 
of the elbows and one foot The elbow infection was not of such 
a stormy character as that of the foot, where suppuration took 
place withm the small bones destroying portions of them, mvad 
mg the tendon sheath, and causmg local destruction flstulE 
necessitated incisions in different directions, the mtroduction of 
tubes for drainage, etc Nevertheless the fever kept up untB the 
day be came to me, after consulting several surgeons who had 
advised amputauon of the foot The father was very reluctant 
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to sacnfice the foot of this boy ami decided to change surgeons 
I mention this fact because it shows the neccssitj of the publica 
tion of articles to preach conserxitism, since in this case the 
decision of \cr} good men who were called in consultation was 
that the case was bejond reco\cr> (Fig 46) 

It occurred to nae after examination with the x raj that the 
infection which still caused considerable fe\er could be exter 
mmated b> making cxtensixe resection of the bones formin? the 
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Resections of the diseasrf tiaaes have been tned many tunes, 
but blood vessels and ncAcs had to besacnficedtosuchan extent 
that cither a hap hand whidi could be made of no functional 
use or neaosjs of the eotire hand was the result and conse- 
quently the procedure was thought of no avail The yamp applied 
to disease of the hip or knee jf the resection had to be made so ex 
tensite that blood vessels and nerves had to be Sacrificed it was 
thought that there remamed nothing but anputaticn abme the 
seat of the lesion 

During the last few years we have learned through the treat 
jnent with bismuth in)cclions through the treatment with s ny 
and blue light to improve these conditions of tuberculosis to such 
an extent that we often transform diseased bones and soft tissues 
into acatnoal and still useful bndges between the healthy fin 
gere and the healthy forearm The same pnnaple applies to 
hcee-yowt and anUevoiuat affecUoDS 

The radical surgeon who amputates obtains a <peedy recot tVf 
of the patient of course but with a badJ> mutilated ann or leg 
1 have repeatedly seen examples of such radicahsia which «eenied 
to me to represent much unnecessary sacrifice and it has alwa)? 
been eny endeavor to be as conservative as possible before givmg 
up an arm or loot to amputation In children espeaaily this 
principle should prevail suice there is a most remarkable pos- 
sibility of reconstruction by nature 

As an example of conservaUve surgery in chUdren I present 
to you this bo5 Master D S aged ten was brought to me by 
his parents after be had been under treatment by one of our good 
local surgeons for several weeks As this surgeori told me tie 
boy came to him with a septic infection iocaluing itself in joints 
of the elbows and one fool Tbeelbow infectionwasnolofsucb 
a stormy character as that of th** foot where suppuration took 
place within the small bones destroying portions of them lavad 
lag the tendon sheath and causuig local destruction Fistuls 
necessitated incisions m different directions the introduction of 
tubes for drainage etc Nevertheless the fev er kept up until tie 
day he came to me after consulting several surgeons who had 
advised amputation of the foot The father was very reluctant 



CONSERWTnE SURGER\ IN CHILDREN 179 

to sacrifice the foot of this bo> and decided to change surgeons 
I mention this fact because it shons the necessity of the publica 
tion of articles to preach consen atism, since in this case the 
decision of very good men who were called in consultation ivas 
that the case was beyond reco\ery (Fig 46) 

It occurred to me after evinunahon with the x ray that the 
infection, which still caused considerable fever, could be exter 
mmated by making extensive resection of the bones formmer the 



extensi\e >»othing was left of the astragalus of the calcaneus 
of the cuncifotm bones, and e\en the adjoining parts of the meta 
tarsal bones were remo\ed (tig 48) The greater portion of the 
metatarsal bones and phalanges were left, howc%er, 'ince thej 
did not seem to be inxohed TTic tendons, as far as the> had 
not been destroy cd, the blood % esscls the dorsal arter) , and the 
external and internal malleolar artcncs were kit that litre 



Tig 47 — Our operztjon opm ns th« fort K j n nj the two medial uicui a- 
Note tie extent of the cavit> In a bs q near ty are the hones wh ch hate ju t 
been remosed. 

was good circulation The whole casitv was packed tightl) wnth 
gauze and left for granulation (Fig 49l V few dajs later the 
foot w^ put into a permanent bath and the liquid changed leO 
often Rapid granulation followed fiUing out the cantj and 
inside of a few weeks it weeined as if that w hole cantj w hich had 
been the «ize of a 'mall fist nas filled out completelj with a 
granuloma (Fig aOi The 'km wound closed and the foot, 


CONSERVATIVE SURGERY IN CHILDREN 


i8i 

somewhat edematous but otherwise m the same shape as before 
was retained 

The boy began to hobble around on crutches Fe\ cr disap 
pearedand he gamed m weight andspints Function of the foot 
was at this time not present inasmuch as it was very heiw and 
still considerably painful, especially at night There wa- no dis 



^ from anywhere and it seemed that as far as surgical re 
Is Wire concerned the foot although painful at night was 
ih*^ ^ picture taken a few weeks aftensard showcrl 
Was- some rt forrmlion of hones calcareous deposits being 
' ' >■ m placib where then, had been no bone before (Iig^ 51 
52) 

The 


pains continued howc\er and several months aftcrvsard 
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Mten«i%e Nothing was left of tie astragalus of the calcanru. 
of the cuneiform bones and c\en the adjoining parts of themeta 
tarsal bones were rcmo\cd (Fig 48) The greater portion of the 
metatarsal bones and phalanges were left boTse\er ‘ince thc\ 
did not «eem to be in\oUed The tendons a» far a» thej had 
not been destroyed, the blood \e««c!s the dorsal arter) and the 
CTtemal and internal malfeolar artenes were left «o that there 



FI 4 — Our operaOnd Uie foul b jo n n, the two medial mOiion 

Note tie eitent of the ca itj In a ba n near b> art the bones wb ch ha e ju.t 
been remo ed. 

was good cuculation The niofe ca\it\ was pacted tightJv mth 
gauze and left for granulation Fig 49j \ few daj-s bier the 

foot was put into a permanent bath and the liquid changed terj 
often Rapid granulation (uUoued filling out the caMtj and 
msideofafew weeks it «eenjedasif that whole cataty which had 
been the *iae of a small fist was filled out complete!} with a 
granuloma (Fig aO) The skui wound closed and the foot 
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Tig 51 —SLiagfsph of the loot before openuon 



f 5 12 after opent on The dark pIolchc« rr[ tx^nt rcmnanl 

“ ^ 'muth piste 1^0, j area* of caJc feat on in ref n formerlj occur e>i * ' 
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bandage was placed on the foot so as to prevent the foot-drop, 
which made it difficult for the boy to use the foot The boy is 
now beginning to walk without the aid of a crutch (Fig 53) 
His elbow, which had been discharging somewhat, eliminated a 
small sequestrum and then healed up with perfect restO''ation of 
the function 

Here, then, is an example of the possibility of avoiding ampu- 
tations Of course the pathologic condition in this case was not 
tuberculosis, and therefore, once the septic process was elimmated 
and the cause removed the process did not return but the same 
pnnaple apphes to tuberculosis if such a radical operation of the 
bones and structures is possible 

^Vhlle I said m the begmning that conservative surgery is 
indicated m all surgical procedures on the extremities particu 
Hrly the hands, it is more so in duldren, since m children even 
small patches of periosteum help to re form bone so that a good 
deal of lost substance can be replaced The * ray pictures m this 
case in particular show that m a very short time calcareous de- 
posits formed from small bridges of periosteum, mutating more or 
less the skeleton which had been removed 
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it was suggested that the continuous pam might be due to toine 
inflammatorj condition, although not to suppuratue changes 
of some of the cartilages of the jomt and of the metatarsal bone 
particularly that of the large toe It was deeded, therefore to 



33— Patieotperf^t'' tlurd ’^tanduig on his font =ho»nJisUie ‘bsolutelj |oc>t 
po-itioo 

eradicate the dirfa«ed portions of iht^< bones and al-o the nenij 
formed bone so as to gi\e ihi fool another chance to form better 
and le's inflamed bone This time the operation n as performed 
by Dr Emil Beck in my ab ence was \er^ successful and the 
foot now Is healed absoluteh without pam \ plaster-of Pans 


EXTENSIVE LACERATION OF THE FOREARM AND HAND 
WITH DECOLLATION OF THE INTEGUMENT. LACER- 
ATION OF MUSaES, AND FRACTURE OF BONES , OPEN 
WOUND TREATMENT? RECOVERY WITH PERFECT 
FUNCTION. 

On April 23 1917 Mr John E was brought to the hospitil 
''ith a sc\cre injury of his left forearm and hand He n i 
mechanical engineer in a paper manufacturing concern an<l w is 
just giving orders to a man to stop the engine when the man u 
ccicrated it instead by working the wrong lever and in doing ' 
lie pul!c<l the engineer’s hand between two rollers ^\ ith a jerkj 
movement the mjured man pulled back his fingers before the 
follcrs which were connected with a strong spring had a chance to 
Rct a firm hold on the larger portion of his hand otherwise it 
would have been crudicd to a pulp This jerkj movement to 
Rclhcrwith the suction of the rollers tore the skin from the fore 
ann and pulled it with some of the underlying structures uver 
the hand up to the fingers like a glove is pulled off of a hand 
tearing with u a number of the muscles some tendons nerves 
Wood vessels, and breaking the metacarpal bones just below the 
hevds of each metacarpus except the thumb The patient w »' 
con iderablj «hocke<l vv hen he came The skin w hich liad been 
rolled up on the hand toward the fingers was covered with i 
piece of cheese cloth and there was a tourniquet made <if a towel 
oround hi-, forearm nevertheless there had been some bleeding 
com the hand The integument was considerably soiled by eiil) 
material such as an engineer would have on his hands while work 
There were some particles of dirt on the surface of the 
lorcratesl hand Only 1 inch of a bridge of intact skin corre 
'ponding to the external portion of the forearm was left the 
nhticc was severed as by a sharp instrument The picture 
' ciws the condition looking at it from the radiil side of the hand 

<lig Ml 
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The question arose as to the treatment There was a great 
deal of temptation to sew up the wound with some tube drainage 
after possihJj ha\ing reunited those structures which hacf been 
severed like muscles and tendons 

The first step n as the hgalion of some of the \ essth 2nd then 
I decided to treat it accorduig to the principle of the open w oun t 
treatment — t e to pack the large ca\it> underneath the 'km 



loosel) with gauze allowing cverj bit of secretion to discharge 
through the wade open breach m the skin \\ i gav e the patient 
him to bed immersing 
l)Sol which was con 
continuous bath was 

changed to an ordinary moist dressing al ter he had remained free 
from fever for fortj -eight hours 
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I>8 iS- \( I caranceof thel and afierrfmo\alof the I icL PJft fiiiitis'u oi 
t) c (burnt) sloughed olT 



Our 

l}li 


Krcatc«t concern was to pretent infect on of thi -heath'- 
tcmmnls of the temdons Ina«mucli as «onn of tho-i 
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The question aro<;e as to the treatmenL There was a great 
deal of temptation to sew up the wound with «ome tube drainage 
after possibl} haMng reunited tlu>e structures which had been 
severed, Me muscles and tendons 

The first step w as the hgation of some of the a es^els and then 
I deaded to treat it according to the prmaple of the open wound 
treatment — t e to pack the large ca^atj underneath the 'km 



fig -4 — \.pect of the wotiod unmtdiateb after the injurj \ ewwl fro™ t-e 
radial side 

loo«eh With gauze allowing e\er> bit of secretion to di'Chart^ 
through the wide open breach in the sLin V> e ga\ e the patient 
an injection of anUtetanic «erum and put him to bed immersing 
hi3 hand in a light antiseptic solution of h'sol which was con 
tiDuall^ heated bt an electric lamp This contmuoua bath wa- 
chan'TCd to an ordinarj moi t dressmg after he had remained free 
from'feter for fort> -eight hours 
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tendon <heatlis had been tom open and were m open contact 
with the air a retention of secretion would certainli ha« caused 
abs:esses and the leal^ge of infectious matenal into the hard 
and forearm ^ it was there was not the «! ghte«t reaction be- 
\ ond the tear in the forearm After one w eeb the inner «uriarc 



Pig, 57 — stOTnE” tie ianJ at present time teld tp tn ertna lori. Tie tC. W 
(M«e of -km over the lit-mb b tie 4ja-naft vfuch bu been trjcrplaiited fnsa ti* 

aiQ. Tlescaro'Titiera<LalpBrt<rftlie»n-lbmI!«nDe’'ha hantlrt L Pt— « 
better contmoou 1 


was bnght red on “^me places beginning to granulate on others 
still throwing ofi some of the superficial necrotic tL'ue but lui 
unantlt red It was then deemed opportune to «ew up the 
•sround and under general ane«the«ia the wound was 'uturedas 
far as po- Tile along the lines of the old tear Fig aa and 
Onl) in the region of the thumb a portion of the 'km loughed 
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off, leaving exposed the muscles of the thenar eminence 
had become considerably swollen and were \ ery bulkj A fi \ 
skin grafts were placed over this granulating area t\\c ol which 
healed xery nicely, the third one, hoxxexcr became lu rot 
For a long time there was considerable discharge from thf* lend n 
sheath of serous material The hand looked \ cry clum-»j a id tiT 
but gradually even those few places which did not nciivt* (ti 
skm graft became co\ ered with scar, and the clu ns\ h 1 



S8 nc; till! fingers m rvtreme fleriQn as far as 1 n [ Ul 

"hich seemed almost motionless and stiff i-< now mov ihic. m 
I'lrection (Figs 57 and 58 ) All the function and ^inM 
restored and the edema to the gmtest cxtint gone 
cre IS onl) one hard «car corresponding to the «hort flivor c f 
^ c thumb which prevents the patient from tot d abduction of 
thumb This hardener! callous «ccar will require rc'cction 
j d maj sicm everjone of the scars arc -omewh it kc 

' a condition v\ Inch as mj assist int oIjh rv cd •'Ccnistoprc 
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tendon sheaths had been tom open and were in open contact 
with the air, a retention ol secretion would certainly ha\e caused 
abscesses and the leakage of infectious jnatenal into the hand 
and forearm As it was, there was not the slightest reaction be 
j ond the tear m the forearm After one w eck the inner surface 



Tig 57 — Showing the hand at proent limc held up in eatfn' on ThetU pUc 
piece of ‘km over the thumb u the »L n ^ft which has been Iran planted fro" 
ann. Thescaroiet the radial part of the wrst srt It somewhat bard bulisg'"“S 
better continuous!) 


was bright red on some places Iscgtnning to granulate on others 
still throwing off some of the superficial necrotic tissue but lux 
unantly red It was thin deemed opportune to sew up ^he 
wound and under general anesthesia the wound was sutured as 
far as possible along the lines of the old tear (Figs 55 and 56) 
Only in the region of the thumb a portion of the «kin sloughed 
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off leaving exposed the muscles of the thenar eminence vvhicl 
had become considerably swollen and were v cry bulky A fe v 
skin grafts were placed over this granuhtmg area two of which 
healed very nicely, the third one, however became necrotic 
For a long time there was considerable discharge from the tend in 
sheath of serous material The hand looked v ery clumsj and stilT 
but gradually even those few places which did not receive the 
skin graft became covered with scar, and the clum‘^> hand 



^2 ss 9ho\ n!; the fnjicn in fTlnmc Ikv on av far as t i, no bl 

"hicli «ccnH<I almost motionless and stiff i now mov ibU in 
direction (figs 57 and 58) All the function and 'cnsi 
I itv Is restored and the etkma to the grcati-st extent gone 
ere Is onl) one Innl scar com spending to the short flivor of 
* thumb which prevents the patient from tolal abiluction of 
■'thumb 1 Ills hanlcneil callous scar will require n-vcclion 
range as It nia> «eem cvervone of the scar^ an «< miwhat ke- 
‘ I a condition which as m\ as 1 tant ob ervtal seems to pre 
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A ail latch in a large number of Bounds The cau-e u. not dear 
to me but I ece keloid mudi more often than fonaerh The 
accompanNiEg pictures '•horc the extent of the injure 

Ju t at this time m\iewofthewarMluafion it ceems a goed 
idea to dwell on «uch <ubjecls as the treatment of hr^ hcerat»d 
wounds with resultant perfect functional re*-ulL and that is the 
rea'on I ha\ e been de^nbmg thu condition to % ou a bttle n:o*e 
in detail than might otherwise be desirable 
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aroiCAL TALK ON LOCAL ANESTHESIA IN MAJOR 
SURGERY 

Summary Greatly extended use e>( local aDcstbesu in the last ten years discovery 
of cocain and the invention of the hypodermic synngie and novocain contra 
uid cations for local anesthesia combmed nerve blocting and in&ltrabon the 
method of choice local anesthesia and the tel ef of chrome pain 

Ills a Significant fact that m the statistics compJed from three 
large German hospitals m the last ten years the number of major 
operations performed under local anesthesia increased from 1 
to S2 per cent This statement, quoted from Braun, must 
interest the entire surgical profession Furthermore, it is the 
txpcrience of every operator that the morbidity and mortality 
from general anesthetics is still too great Almost every day in 
n brge operative service the surgeon must postpone operations 
^*cause of the danger of a general anesthetic 

Local anesthesia of course has long antedated general anes 
thcsia, having been practised by the anaents m the form of nerve 
Wtnpression, localized ischemia the application of cold, and in the 
fnstances of open areas the appbcation of soothing herbs 
hlenlion of the use of Indian hemp mandragora and poppy are 
found in some of the earliest medical wntings These local 
*neasures were frequently combmed with the use of sedative 
such as opium and its dcnvatucs and to a much greater 
Went alcohol, m the form of nun and whisky It remained, 
‘'otte\cr, for the introduction of the hj’podemiic method and 
the administration of the concentrated form of drugs to renew 
interest m local anesthesia 

There is some dispute a« to whom the credit belongs for the 
introduction of this method In this countrj WckxI m 1850, 
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was gi\eii credit lor the discovery of this method However 
Allen m his splendid treatise on local anesthesia confers the credit 
for the discovery of the hypodermic syringe upon F R>iid of 
Edinburgh m 1845 At first the hypodermic synoge was used 
for the injection of solutions of the derivatives of opium mto and 
about nerve trunks and later such substitutes as chloroform and 
ether were used for local anesthetics These drugs however 
were found to be unsatisfacloiy and it remained for Schleich 
to popularize the hypodermic method of anesthes a by the use of 
cocain Cocain deserves an equal place m the history of local 
anesthebes with the introduction of the hypodermic sjTinge 
Cocain had been known for many years to the natives of certain 
tropical and semitropical countries in Central and South Ameno. 
Its influence however as known to these semiavilized people at 


an early date differed considerably from the physiologic action 
of the drug as it is employed today The chewing of the cocoa 
leaves gave to the individual great powers of physical enduranc* 
and mdiflerence to pain and faugue The leaves were tller^ 
fore chewed by those in pain and by those undergomg severe 
physical tests When the leaves were esported it was found by 
those who used them for sumlar purposes that like results were 
not obtained This was probably attributable to the changes 
instant to drying and transportaljon (Allen) KoUer m 1881 
published a work on the local effects of a 2 per cent solution of 
cocain m ophthalmic surgery The use of this agent was then 


taken up largely by ophthalmologists and laryngologists ana 
smee that date has been employed largely It however has not 
been altogether satisfactory because certain individuals showed 
an idiosyncrasy for the drug and m other cases fatalibes resulted 
As a result its use for a long time was confined to the so<aned 
surfac* anesthesias by which is meant the application of the 
drug by rubbmg or dreq^mg upon the mucous or abraided skin 


surface 

The use of cold as a local anestbebc has been employ™ 
generally m the form of rapidly evaporatmg agents of which 
ethyl chlond is the best known and most used Asalocalanes 
thebe however this agent does not meet every requirement and 
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has the dis3<I\antagcs of sometimes protlucing necrosis of tin 
tissue 

The electric current has been used m connection with drugs 
but has not been gcnernlly satisfactory It remained for thi 
introduction of no\ocain to gi\c to local ancsthesi i the impuNt 
which has popularized it wthm the last few year*' Ihc ful 
that novocain may be used in sufficiently large qu intitii--> for Iht 
production of an adequate local anesthesia for tin perform inu 
of most major surgical ojitrations has conferred i griat hUssmg 
upon humanity While novocain cannot lie classed as ibsi>lutil\ 
non toxic, It may he used in suffiaent dosigc to procure pr u (u il 
freedom from pain without hazard to the patient I he optr ili r 
must ever bear in mind that the rapidity of absorption of lU' 
toxic agent is proportionate to the amount of risk incurred 
Therefore, one maj uve a large amount of novoevm in those 
situations where absorption is slow ami where the imount ustil 
i> spread over a considerable period of time without d ingcr to the 
niicnt The use of this agent is finding an ever inert ising field 
of usefulness As contraindications to its use m ly be mentioned 
U) acutely inflamed areas such for instana: as in ituul> in 
liamc{lappcn<lix,f2) in vcf> joungchihlrtn and f^) mindnnlu ils 
who arc hj-steric In mtra alMlomin il ojierations where <on 
^'dcnblc handling of the liovvtl is ntcessaf> and gri it relax iliuii 
0 the abdominal muscles is desired il is a good jilan to supple 
ment the local anesthetic with a short gas or gis tllier nano-t 

Uunng this j<ar I have increased the scope of tlu work dcjni 
With novocain to include surgirj of the Ijonts md Itivt linn 
'UqirisctI at the facililv with which it is jiossibli to do this w<irk 
tmdiralocal ancsthetu digs S9 «») Iht method of (houe 
m the production of Pk il analgesi i is iht lombimd inlillr iti en 
and nerve block as adviHaUd l»j Iltinnth Uruin In i short 
iniljsis of tfu suhjtct sueh is this it is irnjKtssibh logivi all tli< 
'irious meth<«is feir tla difTinnt IJiHse of cijKnli'i j>riHcduri 
but this general pnnnj.It will hold g^-Kl for ill . r n tl , 
'nfillration nf the «kjn along the lim .f imi i-.n m-l ih. bl.Kking 
ff the ncrvfs supplying that ana !!> this nu iI..k 1 it u quilr 
P's'ildc to do juinhss imjiutitions and ill t)TK-s < f mij r sur 
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gery The method of Ktihlenkampf for the blocking of the 
brachial plexus at a point just behind the middle of the clavicle 
and extending downward until the needle touches the first nb 
as It passes beneath the clavicle and then withdrawing the 
syringe shghtly meanwhile asking the patient to exclaim when 
he feels the sensation reaching down his arm and then injecting 
from S to 10 mirums of 5 per cent novocam and adrenahn solution 
will produce a complete anesthesia of the upper extremity By 
this method I have been able to reduce old CoUes fractures with 
entire absence of pam to the patient A shght motor paralysis 
may follow the use of Kuhlenkampf s method but it is only tern 
porary and is a neghgible consideration in the procedure This 
method also affords rehef m malignant growths about the shoulder 
Ia one case of sarcoma of the humerus with intense pam the 
brachial plexus was injected after the manner of Kuhlenkampf 
and the paUent immediately declared that he was free from pain 
It may ako be used for the relief of pam in chrome conditions 
such as caranoma of the uterus by the blocking of the sacral 
plexus through the saaal foraimna 

I belie\e that the field of local anesthesia in the future will 
not at all be hmited to surgical anesthesia but will mdude within 
Hs scope the relief of chronic pam as is already being done by the 
neurologists in the injections of the trigeminus for Uc douloureux 
The sccunty wath which many operations may be done with local 
anesthesia makes it incumbtmt upon the surgeon to present its 
ad\’antages to the patient before operation in order that the 
patient may choose for himself whether he will accept the hazard 
of a general anesthetic or undergo the operation wnth entire free 
om from pain by the local route The success which attends 
^ use of local anesthesia increases in exact proportion to its use 
e more one uses it the more profiaent one becomes and the 
css pain IS suffered by the patient In a senes of 85 inguinal 
ormotomies done under local anesthesia no infection resulted 
^hich could b e traced to the anesthesia and in no instance was 

so tO— Appinton o( Stnunao nal extension lo (raciurrs under 
, In ih s case the nails ihown n place were dn xn throuRh the 

>Iex of ihe femur us ng ) of 1 per cent no ocain solution for analgcsu 







DIVERTICULUH OF URINARY BLADDER 


Sii”<maTy Diagnosis siinpli6ed by use of fystosc^>e and i raj pathology dis- 
closed at opcial on methods of trtalment stiprapub c dra nage adopted n 
present case prognos s 

This patient a laborer aged fifty two j cars presented him 
self because of difficulty and pain upon urination Five years 
ago he began to have difficulty in passing urine There was no 
pam assoaated with it at that time but when he attempted to 
unnate a small stream would come and then stop and then an 
other stream after strauiing He states that up until five jears 
ago he never had any trouble during unnaiion 

PrcioHs Uiitor^ —It is of importance to record that twelve 
J’ears ago the patient had a Neissenan infection How'ever no 
stricture resulted from this infection He states that he was 
treated by means of an electric light passed into the bladder and 
that he has had no return of the trouble He denies syphilis 
His history otherwise is unimportant 

On examination the only finduig of mterest is the presence 
of a large oval swelling just above the symphysis pubis corres 
ponding to the region of the urinary bladder It is dull and pam 
ful to percussion and not freely movable There is marked 
ngidity over the mass Exammation of the prostate per rectum 
shows no enlargement of any of the lobes no uregulanties and no 
bard areas It is of normal consistency and not tender 

A clinical diagnosis of acute urinary retention possibly due 
to stricture was made A metal catheter was passed and 1 
quart and 4 ounces of unne were removed He was referred to 
Dr Frank N Pfeifer for cystoscopic exammation who reports 
the following 

On Jlay 16th the bougie mtroduced shows a distmct narrow 
16 cm from the meatus urmanus Size No 15 French was 
introduced and this was readily dilatable to a No 19 A gum 
bougie was introduced and 24 ounces of urme withdrawn This 



198 


FREDERICK C D\AS 


It necessary to resort to general tnrcosi:>. The method has a 
further great ad\*aiitage that the qjerator must be gentle n 
handling of the tissues, as a result of which c^)erati>‘e trauma is 
minimized- The general comfort of the patient after the opera 
bon b much unpitn-ed because of the lessened trauma m the 
operab%-e field. Conaalescence is not complicated b) the anes- 
thebe Ambulatorj pabents maj be immediate!} discharged 
after the operabon. An anesthetist is not necessarj , but a moral 
anesthetist li desirable The use of adrcaahn renders the fdd 
less bloody, prolongs the anesthesia, delajs absorption, and 
thereby lessens the tonaQ The nerve-block as an ane<thetic 
for chrome pain has as wide an appbcation as its use for epentire 
procedures. 
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ticulum but was a failure, as the diverticulum evidently con 
tamed considerable water, and the dilatation caused a failure to 
produce a shadow On etarmnation by the x ray the position 
of the catheter was shown (Fig 61) The diverticulum is very 
large and the reason that the catheter did not coil was because 
It was not long enough 



Kg 61 — D sgram illustialsng x tay find ng* with shadow catheter in diverticu 
lum of the bladder 


‘ There seems to be two distinct obstructive lesions in this 
case one at the vesical neck and the other at the apex of the 
prostate A suprapubic cystotomy is advised 

Feport of the x ray findings by Dr Elaine are as follows 
The catheter passes to the right of the median line inward 
to a point opposite the sacrum It then crosses downward and 
to the left and to about the lateral wall of the pelvis Then it 
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was followed by the insertion of 1 dram of 1 per cent silver 
nitrate solution.” 

Two daj's later a cystoscopic examination was made b) Dr 
Pfeifer, with the following findmgs 

“The urethra was found to be distmctly tortuous at 16 cm. 
from the meatus unnanus and was pushed o\ er to the n^t On 
digital examination there was felt a distinct infiltration at the 
apex of the prostate This possibly accounts for the findings n 
theurethra. IwasabletomtrodureaNo 18FreDchc}-sto‘=a)pe. 
The bladder medium was hard to rlt^r contmuaDj being fouled 
by pus. On the mtroduction of the lens sj tern the cause of this 
was apparent, as there was a diatuct openmg in the bladder wall 
slightly to the left of the median line and postenor to themterure- 
tenc ndge The size of qpcning was approximately | met, 
and from it there poured a contmuous 'txeam of pus which had 
its ongm m a sac or pouch evident!) a diverticulum of the 
bladder The bladder mucosa m general showed a distinct loss 
oflustre Themucousmembranewasred thickened and swollen, 
and there was also a tendenc) to trabeenkbon, but m no oths 
part was it possible to see a distinct div erbcular opening 
diverticulum la round Jvo tiabeculabon was seen in the un- 
mediate and surrounding areas. The ureteral orifice was not 
visible. The tngone was swollen and elevated and the vescal 
neck was red the mucous membrane swoDen and there was a 

distmctlyelevatcdborder Thi> latfCT was due to the enlargement 

of the middle prostadc lobe The lateral lobes showed very httle 
enlargement, particularly m the mtiaveacular protruberance. 
The postenor urethra was elongated egieoaH) that portion be- 
tween the venimontanum and the vesical neck. The venimon 
^-^TinTn was enlarged. The postenor urethra also was markedly 
dilated. The postmor sulcus and also the pro«tatic sulcus on 
each ade of the vervirnontanum were entirel) obliterated by these 
distentions. This is v ery unusual and was undoubted!} due to the 
condition of the apex of the prostate This condition is extra 
urethral and cot m the lumen of the canal 

An X ra> catheter was passed mto the diverticulum and a 
diagram made. Tbonum mtrate was mjected into the diver 
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((0 Pentoneal drainage of the bladder 
(e) Forable stretching of the orifice of the diverticulum 
(/) Curetment of the mucous membrane of the diverticulum 
and suture of the latter without drainage 

(g) Inv-agmation of the dnerliculum and the bladder, fresh 
eamg of the margin of the orifice, and closure intraperitoneally 
(/i) Enlargement of the orifice of communication between the 
diverticulum and the bladder wall, or a new anastomosis 

(i) Division of the walls of the bladder and diverticulum and 
suture of the cut w alls 
0) Suprapubic drainage 

The last mentioned was the method followed in our case 
Two drainage tubes were used, and one was sutured by catgut 
mto the diverticulum and the other was secured by adhesive to 
the skin of the abdomen for bladder dramage The patient was 
unmediately better after the drainage and within a week began 
to urmate by the natural route The drainage-tube into the 
diverticulum was freed at the end of ten days and no pus was 
found in the unne The drainage tube m the bladder still 
remains at the end of three weeks but will be removed, and the 
patient should have a climcal recovery 
It was impossible in this case to invaginate the diverticulum, 
and It was thought that it might be dangerous with so large a 
diverticulum to obliterate the opening by curetment and suture 
5he extensive operation by the sacral or pentoneal routes were 
thought to be too hazardous for the patient who was m a low 
state of health 
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folds on itself and passes upward and inward and o\er to the right 
side in a wide curve This may be due to the large diverticulnm 
of the bladder 

OPERATION 

The patient was aneslhetiaed and with the usual prepanhon, 
a suprapubic cystotomy was performed Upon retracting the 
cut edges of the bladder a very mudi thickened bladder mucosa 
came into \icw There was no evidence of pus The trabecula 
tion and absence of lustre described in the cj'stoscopic findings 
were clearl} evident At one point to the left of the median line 
a large dimple m the mucous membrane was exposed Upon in 
troduong a bemostat and spreading the jaws a large amount of 
pus gushed out ^Vhen the forceps was removed and the open 
ingclosed theptiscouldbespongedoutofthebladder which^ 
then apparently free from pus Upon introduong the 
again more pus came out This diverticulum was about 3j 
inches long and about I inch in diameter It was held dosed at 
Its upper end and this accounted for the findmgs upon 
scopic examination that maoipulabon of the bladder caused the 
me^um to become foul with pus 

Dr G J Thomas of Rochester in an arpde entitled “Dner 
ticulum of the Urinary Bladder published m Surgerj Gjiie- 
cologj and Obstetncs Vol 33 h*o 4 October 1916 reneiv^ 
the embiyology and ebology of vesical diverticula and describes 
the methods for their cure The four routes of approach to the 
lesion with the mtenbon of making a radical exasion as quoted 
from Lerche in The Lancet 1912 \o! 3’’ p 337 are 

(а) The i-agmaL 

(б) The sacral 

(c) Suprapubic mtrapentoaeaL 

(i^ Suprapubic extrapentoneaL 

Thomas suggests \anous simpler methods as follows 

(а) Incision through the vaginal wall and drainage 

(б) Establishment of a fistula by sewing the diverticulum to 
the Am 

(c) Peritoneal drainage behmd the bladder 




CLINIC or DR CHARLES DAVISON 


Cook CouKTY Hospital 

TWO CASES: I. SUCCESSFUL REPAIR OF FRACTURED 
femoral NECK. 11. REMOVAL OF EXOSTOSIS FROM 
internal condyle OF FEMUR 

Samiiat) Case I Fracture of neck of femur— technic of repair by bore inns 
plantation preparation of operatise ftW— dancers of anti cpl c »p1ui or« 
choice of anesthetic the tv>u inciaions— aiiienorl> throuch which to mainiain 
reduction laterally for introduction of transplant result as hown b« present 

Case II Concenital and acquired ccoslo«-ls of medial condjle of femur- 
how to differentiate treatment 

fractum: of neck of femur bone transplant 
Tins patient B A Nontegun clerk married aged thirt\ 
eight jears, was injured b) falling on an icj sidewalk on Januar% 
21,1917 

He was admitted to Cook County Hospital on the following 
daj Examination showed loss of function of the entire left 
lower cxtremit} There was external rotation of the leg with 
O'ersion of the foot Brjant’s line was shortened The patant 
complamed of acute pain m the hip on manipulation of the ex 
tremit) A roentgenogram taken on the following di) show ed 
a clean cut fracture without impaction through the neck of the 
left femur (Fig 62) 

Open operation and autoplastic repair b> the tran'^plantation 
of a segment of the fibula across the Ime of fracture w as performed 
se\en dajs after the injury according to the following technic 
The field of operation was prepared by fractional sterilization 
The part was shaved scrubbed with green soap and hot water, 
washed with a solution of bichlond of mercury nnsed with sterile 
'^ter, and coxcred with stenlegauze Attheendof twent> four 
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Cooi. County Hospital 


TWO CASES. I. SUCCESSFUt REPAIR OF FRACTURED 
FEMORAL NECK n REMOVAL OF EXOSTOSIS FROM 
INTERNAL CONDYLE OF FEMUR 

Smmary Case 1 Fracture of ncel. of femur — Icchoic of repair by bone leans 
pUnuion preparation o( oj mli\« field— danfier* of anti-eptic solutions 
chece of aoesthu c the I %o me aiona— anicriorl) ihroush hI ch to niaintam 
reduction laterally (or introduition <•( transplant result as vlioun by | resent 
case 

Case II Con;;cnital and acquired exostosu of medial condyle of femur— 
bo V to differentiate treatenent 

FRACTURE OF NECK OF FERIURi BONE TRANSPLANT 
Tins pabent B A Nontcgian clerk roarrud aged ihirtj 
eight jears was injured by falling on an icy side\\alk on Januarj 
21 1917 

He nas admitted to Cook Count) Ho<pilal on the following 
day Examination showed loss of function of the entire left 
lower oxtremit) There was external rotation oS the leg with 
^Version of the foot Bryant’s line was shortened The patient 
Complained of acute pain in the hip on manipulation of the ex 
tremity A roentgenogram taken on the following day showed 
ft dean cut fracture wathout impaction through the neck of the 
left femur (Fig 62) 

Open operation and autoplastic rqiair by the transplantation 
of a segment of the fibula across the Ime of fracture was performed 
Seven da>s after the injury accordmg to the following technic 
The field of operabon wasprqiaredby fractional stenlizalion 
The part was shaNcd scrubbed with green soap and hot water 
Washed with a solution of bichlond of mercury rinsed with sterile 
Water and co\ eretl w ith sterile gauze At the end of tw entj four 
aos 
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duccd A hjpcxlcnnic injection of moq>hin and Tlropin pre 
cedes the anesthcMa 

Iq our work wcu^c a modification of the Lane Icchmc "Nlanj 
of the bone grafting eases arc tedious and mtchanicallj <iiflicult 
Handbng e\er> thing with forcejis hinders and dtlajs the operator 
materiall} For this reason the sponges arc used with the hand 
The sponge is picked up m this manner (indicating) inserted into 
the wound remoeed, and cast aside without the glined lund 
coming in contact with the woumi The hand is not illowid in 
thewound cxceptwhen protected b> gauze which is minudiitel) 
disarded Infection is no more likely to occur in a bone gr itiint, 
operation than in an> clean bone operation I he tcehnie ( I tin 
operation consisted in oj-ien reduction of the fracture stabiliri 
tion of the fragments bj a segment of fibula and comjdctc exti, 1 
nal immobilization of the hip joint b> plaster of F ins 

A perpendicular incision was made below the interosupcnor 
*pinc of the ilium cj>i)osing the fracture in the neck of the femur 
The detritus and loose fragments of bone were rcmo\ed from 
the site of the injury The fragments were reduced An inci'K n 
'\as made on the outer side of the thigh just below the grt iter 
trochanter \\ uh a hand mstrument a cam) for the pi icing of 
the transplant was made through the outer part of the femur 
below the greater trochanter through the neck and into the eapi 
tal fragment 

The direction of this canal was such that the transplant would 
enter at an angle to the shaft of the femur of about 1 XS degrees 
so that it would rest upon the base of the lesser trochanter and 
enter the capital fragment abo\c the depression for the hganicn 
turn teres The canal was made slightlj smaller than the trans 
plant 

A segment of the lower part of tlie fibula of the same extremity 
li cm in length was remoaed without its periosteum for use as 
the peg transplant The canal through the corticil part of the 
femur ivas fitted to receiee the transplant W ith the reduction 
mamtained through the antenur inasion over the fracture the 
transplant was driven into the canal jicgging the fragments 
firmly together m reduction 
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houre tbs prcparauon uas rc-pcatcd At the time of operaticn 
do not use hichlond, lodin, or any other antique, for tb 
re^n t^t an> antiseptic nutcnal getting on the uajLpkLt 
kill the superficial bonc^xUs as sure]> as it wj]J blj pyozemc 
germs The death of the superficial cells either of the irzn^phut 
or of the host prcienls bone grafting and the optrauon residb 
m failure 



I he anesthetK i> important in the>e case's because of tie 
tngth of time required to perform the operation and the shod, 
wbch accompanies it In these sceere bone operations the «ul 
ity of the patient must be consereed in t% ery waj ^\e are using 
the combinul gas ether ox>gcn method of anesthesia e find 
that by combining the i^arm muturc of these anesthetics in 
%ar>ing quantities according to the condition of the pauent and 
the requirements of the operation a minimum of ^hock i^ pt®" 
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Luce on the opposite side, to prc\cnt shifting of the back and 
thigh in the cast 

Complete immobilization of the transplant to its host is es 
sential to enable the transplant to graft into its new position 
After eight weeks the cast was cut away to rchc\e the knee 
joint, and after three weeks more the cast was entirely rcmo\ed 
and the patient allow ed to be about on crutches 



Fig M Fig 65 FiS 66 

Iig 04 — Standing ertet with both feet on the floor sho ung ejitreme (.xlerna! 
rotation of the (high 

Fg 63— Standing erect with both fe<t together on the floor in normal voluntary 
position of rotation of the injured (left) extremilj 
Fig 66— Stand ng with full weight on the toes of the injured (left; exlrcmilj 

You can see the scar locating the anterior incision through 
which the capital fragment was controlled durmg reduction Aou 
can see the location of the lateral incision through which the 
transplant was inserted The x ray taken y esterday shows the 
position of the transplant bony union of the fracture and the 
presence of the bony callus (Fig 63) Notice the angle of the 
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The thigh placed in external rotation to relax themuscles 
attached to the greater trochanter and slight!) flexed to relax 
the iliopi>oas muscles The extrcnutj placed in estreire ab- 
duction to pre\ cat a muMndai cro»s-stiain at the fracture 



FIs ^ — RoEDi£eDO"T»n» of autnpU lie repair of fracture </! tt« ^ 
femur three month, attrt ojimuoti bomoj; ibe pej tran- pUw graiieJ ^ 

Imtof fracture «oth I*’!' union of ihe franure 

\ftcr a final examination of the reduction the uound 
closed and externa! immobilization applied The plaster cait 
extended front the axiUa to the toes on the injured side and to the 
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attached to the internal cond)Ic of the right femur He tells 
us that the nia«s has been there os long as he can remember but 
ne\ er ga% e him anj trouble until one jear ago Ithaslitclj been 
increasing m size There has been a constant dull aching pim 
dunng the past ) car He entered the hospital to has c it removed 



r g 69 — RoentgcDogram of crostos s of n^ht femur 


The roentgenogram (Fig 69) shows a bon> mushroom 
shaped growth attached to the internal condjle of the femur 
“ind extending in the direcbon of the tendon of the adductor 
magnus 
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transplant I tned to place it at a greater angle to tie shaft of 
the femur than the noimal angle with the neck «o that the con 
tracUon of the muscles nould force the capital fragment again-t 
the transplant nithout producing a cros»-breaking strain upon 
the transplant 

This man can walk on the injured extronit) (Fig 64) He 
can stand erect with 1 il> hccL and toes together m normal rota 
tion (Fig 6a) He can «tand on hia toc» (Hg 66) He can 
abduct hia thigh (Fig 67) He can flex his thigh (Fig 6S) 



Because of the danger of falling and refractunng the hip 
I am endea\onng to keep him from iialking without crutches 
until b> exercise and massage the muscles and joints are restored 
to their normal actmt> and functional abilit> 


EXOSTC^IS OF THE FEMUR 
Thispatient M D Insh laborer smgle aged twentj 
,as admitted to the hospital complaining of pam in a hard mass 
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HoiiE roa Destitute Crippled Children 


A NON-OPERATIVE CLINIC ILLUSTRATING THERAPEUTIC 
MEASURES EMPLOYED IN A VARIETY OF ORTHOPEDIC 
CONDITIONS 


Summary Cereb d spastic paralysis — Liule s disease Metbod of handling 
prognosis depends upon mcnUbty 

Four cases of infantile p»ral)sis one recent and three older Exa mina tion 


Tliree cases of Lnee joint tubemiWs s, t»* n chdd en and one in an adult 
the former m good position in casts the Utter suffering from improper 


Tuberculosis of os alcis now entirely cured after two years of east treatment 
without operation. 

Congenital club-foot operated upon several weeLs ago Still wearing cast 
which IS frequently necessary for many months after coneeUon to pre- 
vent relapse . 

Acute suppurative destruction of the upper femoral epiphysis— sewaUed 
ep phys tis This case was more fully reported n the August Clinics 
Leg ulcer in adult Adhesive plaster suapping and proper support almost a 
panacea Patient allowed to continue woii during treatment 
Scol os s Preparation of corrective jacket 

There is no operative work today but I think you will be 
mterested m the vanety of orthopedic work that comes into our 
out patient department 

CASE I— CEP£BRAL SPASHC PAKALVSIS 
This boy is now twelve years old and walks m with the aid 
of two crutches The brief history is that the birth w as a difficult 
forceps dehvery As a child he was backward and weak \Vben 
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This bon} growth maj be congenital or it ma) be acquired. 
1/ it t> congenital, the tendoa of tie muide maj be atticied to 
Its upper expanded suiiace If it u acquired, the tendon of the 
muscle maj be stretched o\er its antenor surface It maj be 
the rc'-ult of an 0"if)-mg proce» in the tendon of the adductor 
magnui 

In the operation the attacbment of the tendon of this muscle 
must be con‘iCr\cd 

Operation. — I will male a longitudinal mo-ion o\er the ei 
O'lO'i' cutting through the ‘Lm fat, and deep fa<ia, eiposirj 
the mu-<le The muscle and its tendon are stretched tighll' 
acro's the mushroom hie ma^s but not attached I pu-h a-ide 
the tendon anef e\po-e the eso'losis, which is free from tie -u 
roundmg 'oft U' ues but attached to the ujtcnul condvle of 
the femur 
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HoiiE ro» Destitute CnirPtED Children 


i NON^PERATIVE CLINIC ILLUSTRATING THERAPEUTIC 
MEASURES EMPLOYED IN A VARIETY OF ORTHOPEDIC 
CONDmONS 

lummaiy Cerebral spastic paralysis — Little s disease Method of handl i ng 
prognosis depends upon mentality 

Four eases of infantile patal>si$ one recent and three older Eiaminatioo 
differentiation from the spastic tjpe method of trcatiaenl varying m 
different cases— long-continued rest in bed »iU> supporting apparatus 
foracute eases eottecuons apparatus and muscle training for the older 
Three uses of knee joint tuberculosis tao in children and one in as adult 
the former in good position to casts the latter suffering from improper 
operative interference oowinaust aith the knee not yet m good pou* 
ition— that of complete extension Necessity of keeping patient off of 
feet during trutaent ahile knee is bent or stiff painful 
Tuberculosis of os calcu now entirely cured after tao years of cast treatment 
without operation 

Congenital clut^foot operated upon several weeks ago Still wearing cast, 
which IS frequently necessary for many months after correction to pre 
vent relapse 

Acute suppurative destruction of the upper femoral epiphysis— Spo-uUed 
epiphysitis This case was more fully reported in the August Cukics 
L eg ulcer in adult Adhesive plaster strappmg and proper support almost a 
panacea Patient allowed to continue work during treatment 
Scoliosis FrepaiaUon of corrective jacket 

There is no operative work today, but I think you will be 
interested in the vanety of orthopedic work that comes mto our 
out patient department 

CASE I -CEREBRAL SPASTIC PARALYSIS 
This boy is now twelve years old and walks m with the aid 
of two crutches The brief history is that the birth was a difficult 
forceps dehvery As a child be was backward and weak When 
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five jears old the shortened tendo achillis was cut in either leg 
after which he was able to walL A > ear and a half ago he first 
came to us with knees fiezed 40 degrees and adductors tense, 
allowing a separation of the Inees of only 10 inches. There was 
spasticity present and he w^ed with bent knees and a shuffling 
gait- 

December 6, 1917, under ether anesthesia, a subcutaneous 
m) otom> of the adductors in both thighs was performed, and the 
inner and outer ham^tnngs of both knees were tenotomiaed 
The legs were then straightened and widely abducted and put up 
in plaster-of Pans from the navel to the tips of the toes Two 
months later these were removed and removable casts were made 
to hold the knees straight, and the child was sent home, smee 
which tunc he has occasionally returned to the clinic for obscr 
vation This is, as jou know, pnmarily a cerebral conditioa- 

Present condition Altbougb be uses his crutches for safetj, 
he does walk some without them lie removes his casts at night 
and the legs remain straight until he reapplies them in the mom 
mg mentality has greatly improv ed He is m the fourth 
grade of the Spalduig School for cnpples and is inclined to be 
quite jovul in his conversation The legs can be widely abducted 
with vciy little restramt. The reflcies are greatly increased 
m this condition thus differentiating it from the flacadity of 
infantile paralj-sis, to be seen later With his limbs m proper 
position he now needs much help in muscle trainmg to regam as 
nearly as possible nonnaf muscle balance, which is so senousJy 
disturbed in this condition The prognosis as regards phj'sical 
development depends greaU> upon the mental improvement 
The best phj'sical apparatus in the world is of little use to an 
idiot but a good mind wiU do wonders with a poorphj'Sical legac) 

CASE n.— RECENT INFANTILE PARAtTSIS 
This boy is thirteen >eaTs rdd 1 saw him recently at the 
County Hospital, where he had been taken four weeks previously 
suffering from an acute attack of m/antile paralysis affecuag 
one leg and the trunk At present he cannot flex hi» trunk suffi 
aently to raise his body freon the table as he hes on his back- 
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The antenor group of muscles of the nght leg is weak He has 
been wearing a removable cast extending from the toes to the 
perineum with the leg straight and feet at right angles This was 
applied at the County Hospital recently, but has been left at 
home today, as the father thought it too heavy while carrjiiig 
the child He will be advised to continue the use of the cast for 
several months, with no attempts at walkmg or even sitting up 
nght, as with such an extensive paral>sis of the abdominal mus- 
cles scohosis is very likely to develop if the upnght position is 
assumed early and the trunk muscles remam weak or paralyzed 
He should be brought to the dime at least once a month for cx 
amination and advuce 

CASE in.— OLD CASE OF INFANTILE PARALYSIS 

This girl is now nineteen >ears old She had an attack of in 
fantile paralysis when three years old She wore braces from the 
tune she was s« jears old until she was nine, when they were 
discarded as being useless ^Vhcn she first came to us a j ear ago 
she was able to get around on crutches, landing each time on 
her left leg which was overextended at the knee, but not able to 
stand on the nght, which lacked 10 to 15 degrees of complete 
extension She was imable voluntarily to extend either leg at 
the knee, and the nght foot, though po^essmg no active function, 
was easily put m good position 

There was a recurring dislocation of the left shoulder jomt 
from paralysis of shoulder musdes The musdes of the left band 
were also defective, espeaally the opponens polhcis In addition 
there was a long sweeping curvature of the ‘^pme to the left with 
marked rotation occupying the nuddorsal and lumbar regions, 
so that m the sitting posture the back was shortened several 
inches by its curved and relaxed condition 

At that time a cast was put on the nght leg with the knee 
forably held in extension, and this was w om with changes nearly 
sixmonths Last December a plaster-of Pans corset was applied 
With the patient lymg on her badk on a narrow strip of canvas 
m an Abbott frame This corset or pattern was immediately 
lemovedby cuttmgitdown the middle m front whenit was sealed 



2i6 


CUASLES A PARIES 


in front and across the bottoia, and cast full of plaster-of Pans, 
thus giving us her plaster torso to svork upon in the production of 
the ultimate corset The torso was corrected by s^vmg o5 the 
more promment deformities with a draw knife and adding more 
plaster to hU up the hollows till the completed torso approached 
closely that of the normal figure 0\er this the final corset of 
plaster-of Pans was made It is the one that is now placed upon 
her and buckled with four straps across the front, gnnng her a 
form that any >oiiog lady imgbt be proud of 
At present the nght leg is sUai^t at the knee, while in the 
left there is still some recui>atioo In neither is there actne 
power of knee extension, and the patellar reflexes are lost, thus 
dififercntiating it from the spastic fipe just shown, m which they 
were greatly mercased A tracing of both legs and feet is made to 
be sent to the uxstrument maker for a pair of braces, the one on 
the Je/t leg to prevent recurvation and lie cot cm tie right to 
pres ent ia> oluntary Sexton. 

With the braces and corset she will be able to stand fiim^ 
erect and need the support of her crutches only in sainging from 
one standing position to another Braces will now be entirely 
eflfectii e and easily hold the hmbs since they ba\ e been placed la 
the proper posiUons. It is a fundamental rule that the amiuie- 
Uny braces should not be applied until the limbs are placed in the 
proper position ai/A Ike tnees extended and feet ai right angles to 
the kgs Lack of attention to this particular is responsible tor 
much disappomtment m (he use of braces 

CASE rV.— INFANTILE PABALTSIS 
This patient is two years old and began to walk on the outer 
side of his foot when eighteen months old I first saw him several 
months ago at the Cook County Hospital. His foot was then m 
\arus, with a weakness of (be peronei muscles It was corrected 
manually without an anesthetic and put in plaster Se^e^al 
casts have since been applied The foot now retains its jiosition 
much better when the cast is off but it is not yet safe Perhaps 
the peronei may recover their function if their opponents arc 
properly restrained for a sufficient length of time He is too 
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joung for satisfactory muscle training, and the restraint of the 
stronger muscles is the most important thing at present 


CASE V —INFANTILE PARALYSIS 
This child IS now nine years old She bad an attack of infan- 
tile paralysis when three years old, and she has been under our 
care more or less constantly ever since The trouble has been 
hunted in its effects to the feet, which have never been very bad, 
but always with a tendency to equmovanis The girl is now wear- 
ing a cast on her right foot, which was apphed several weeks ago 
for the correction of shght equmus This cast will be removed and 
another apphed, with the knee held hexed and the foot over- 
corrected in dorsal flenon The left foot was recently corrected 
in a similar manner The general shape and function of these feet 
are now not far from normal, and really belter than many feet 
that hav e been distorted by improper shoes 

This non-operative dime illustrates many of the slower 
measures used by the orthopedic surgeon to obtam worthwhile 
results in a class of cases the general surgeon usually has 
neither time nor mdination to treat 


CASE VL— TUBERCULOUS KNEE 
This child IS four years old The trouble m the nght knee 
noticed last April, when she complamcd of pain at night 
e came to us a month ago with the nght knee slightly flexed 
and painful She had worn a cast for a month and a half, but for 
wme reason had been without a cast for a month when she came 
ere It has now been m a cast for a month and a new one will 
be applied today 

Another inviolable orthopedic rule is Neier remove a cast 
from an inflamed joint until you are ready to immediately apply 
another The neglect of this rule is responsible for much misery 
w joint surgery 

CASE Vn^TUBERCULODS KNEE AND SPINE 
This gul IS eleven years old and appears well developed and 
in good health She is wearing a cast on the left leg for tuber 
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cuJosis o/ the kaee-joiat Aboat lour years ago this patieat 
had tuberculosis 0 / the fifth lumbar vertebra, where there is 
now a distinct rounded emmence with no e\adeace of present 
disease. 

The trouble commenced 10 the knee about a } ear ago She 
came on to my service in the County Hospital about sue months 
ago, and a cast was applied This has been changed from time 
to time and the patient has worn a high shoe on the other loot 
and walked with crutches not bearing her weight on the afiecUd 
knee When the cast t:> removed the knee appears only slightly 
swollen and moderately tender, with a limited amount of fienon, 
A new cast la applied with the knee straight. Probably m a 
month she will be allowed to walk on that leg if the knee con 
tmues as well as at present. 

CASE VEB.— TUBERCDIOSIS OF KKEE-JODIT 

This T"'*" IS fort) four years old and has been sufiensgitoa 
tuberculosis of the right knee for two years. He came on our 
service one month aga fie i> now weanng a plaster cast extmd 
mg froio slightly above the malleoli to the penneum, with the 
knee m a position of 20 degrees of demon Tliere is a fe&estzum 
opposite the knee-joint beneath wh^di u> a small discbaigmg 
tin 11 .. flehanbeen weanng<a.t>lorabojtamontb dunogwhidi 
tune the knee has been '^trai^icned from a posibon of about 
40 degrees demon to the present po::otica ^\'hen first e'nmined 
there were «ev eial scars about the knee the result of four drauuflg 
opcrationa he has undergone uj the la. I two years, with the very 
natural result of continued increase m troab’e. "Ihese opeiatiocs 
were not performed bv an orthopedic ^urgeoa. FoUowmg none 
of them was there a peisi:>t£nt attempt to protect or extend the 
jomt, and be was allowed to wait c^xm it — a complete serooa of 
neglect. 2sow he wears hi» cast and goo on crutches, ffispam 
has practically vani hed- The cast wiB be changed once a moalb 
cnt3 the leg 1 * straight, when if the pua and cjisptoms re ma i a 
quiescent, he may agam be allowed to «tep on the foot of it* 
adected leg 

Another orthopedic rule applies here Do M cUtr^ J-Ji 
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unlit a flexed and tnflamed knee to step upon the foot of the injured 
Itmb ren if the knee is in a cast For no matter how well the cast 
IS apphed, some gnnding mo\cment takes place m the flexed 
joint when standing upon it When the knee becomes straight 
then walking upon the member may be resumed if no pam is pres 
ent 


CASE IX —TUBERCULOSIS OF OS CALOS 

This child IS eight years old She first came under my ob- 
servation at the Cook County Hospital about two years ago suf- 
fering from tuberculosis of the left os calcis At that time there 
was slight pam, some sw ellmg about the ankle, and a dischargmg 
sinus on the os calcis The foot and leg to the knee w cre put in a 
plaster cast wath a fenestrum to dress the sinus, and the child 
kept in bed se\ eral months to keep her from walking on the foot 
Later she was given crutches and a high shoe advised for the 
sound foot, so the affected one would swing dear in walkmg and 
then sent home 

She has returned from tune to time for observation and 
treatment by casts eventually walking on the foot while wearing 
a cast She has now worn no cast for the last three months and 
there is no evidence of present disease There are two scars of 
the former sinuses and all movements are normal and painless 
She will return for observabon once a month As the child had 
suffered several j cars before coming under my care the complete 
cure has probably taken three or four years the usual length 
of time for these conditions where permanency of cure is de 
manded 


CASE X —CONGENITAL CLUB FOOT 
This httle girl is now two years old August 1st she was 
operated upon for congemtal equmovarus of the left foot She 
IS wearing a cast and the foot appears to be m good position 
It Will now be remov ed, and although the position is good another 
^ be applied with the foot dorsal flexed to less than a nght angle 
2 nd in marked valgus She will continue to walk m this cast for 
a month, when it will be removed, and if correction is considered 
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complete and safe, fuither treatment may not be necessio", 
though it should be kept under frequent sun eillance for a long 
time. This is a compaiatit^ely simple case. Zn more stubborn 
cases casts or braces may have to be worn for a } ear and even 
longer after complete correction to prevent relapse. 

CASE XL— ACUTE SUPPURATIVE DESIRDCTIOI? OF THE DPPa 
FEHORAL EPIPHYSIS. SO-CALLED EPIPHYSms 
This child is something over two years old. He came to us 
in February suffering from pain in the right h^, which at ttat 
time was swollen and flexed 4S degrees, with a history of aa B* 
flammatory affection of the joint antedating that period several 
months. An x-ray showed a loss of the upper femoral cpipii)'Si» 
with an upward displacrment of tie neck. (Reported in the SCt- 
CiCAL Cuxics OP CmcACo, August, 191 7.) An abscess develop^ 
later and the joint was drained His general condition now u 
good- He is now wearing a plaster-of-Paris hip spica with lateral 
fenestrumforchedischargingsious The castissoOedandbrokes 
and will immediately be replaced with a stronger one. He 
is used to enhance healing and to prevent the development oi a 
flexioo deformity. 

CASS XO.— LEG DLQR 

This is a woman, forty-six years old, with two t)pic3J ulcers 
of the leg, now much reduced in size, but still measuring from 
1 to 2 cm. in diameter, accompanied by very firm regional edems 
and moderate eczema 

Adhesive plaster strips 2 inches wide and long enough to 
endrcle the leg are applied over the ulcers and drawn dgbll/ 
around the leg Zinc salve is then used on the eczema and a 

tight muslin roller apph'ed Thepatient comes once a week, when 

the adhesive plaster is removed and fresh strips applied. She 
remains active upon her feet The ulcer is reducing satisfac- 
torily, the eczema is dimimshiDg, and the leg is becoming much 
in the edematous region. This is a well-tried and very 
satisfactory treatment for leg ulcers. 
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CASE Xni— SCOLIOSIS 

This girl IS fifteen jears old and is nearing a plaster of Pans 
corset that nas made for her o\Lr a corrected torso about ten 
months ago It is still m fair condition, but a new one is desired 
She Mill return next MCck to ha\e a pattern made for a new torso 
m the manner desenbed in Case III although the pattern in this 
ease IS made with the patient standing as she has no paral>sis 
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figs 70 and 71 — Tuo pholograpl S illu^lratini. ll>e re'ult in a ca'e < f t\Un 
sue bum of ihe neck treated In adbcsicef laMer trif s in J an api antu tn price 1 1 
contractures Onginal condition and method of tnalment slion n in June t limcs 
(This patient was admitted to theCoum> Ho I ulinthe olh < f 1 ibruarj 
tpi? with 3 complete collar bum of the oecL extending upon ind de Iroj int the 
sk n of both cars m addition to that of the nhole antcooi and lateral rcRinn i f the 
feck The \arious stages m the treatment bj nuansof adhesiie pla tir stnpsand 
plaster-of Pans collar and cape arenellshonnin the June Cu-Mcs The I um was 



pre\ ented ) 
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CASE xm— SCOUOSIS 

This girl IS fifteen jears old and la wearing a plaster of Pans 
corset that was made for her o\cr a corrected torso about ten 
months ago It is still in fair condition but a new one is desired 
She will return next week to ha\c a pattern made for a new torso 
m the manner described m Case III although the pattern m tins 
case IS made with the patunt slandmg as she has no paraljsis 
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DIFnCULTIES IN THE DIAGNOSIS OF HIP DISEASE— 
A CASE OF OSTEO ARTHRITIS 

Sun ary \pat cnt nitha h »tot> ofrecuncDt Attaclsur pain and los nffuncton 
in ihe r gbt h p for sc rntrcn %<ars tuberculo is ostro artbni s and h> ter a 
to b« coos drred d agnosis made «n the * t»y Cndings 

Tje follow iryr case is unusual and interesting 
An unmarried woman thir(> four jears old with a good 
familj historj When about tweKc jears old was run over bj a 
light wagon She soon recovered and remained well for five 
jears Then when sevtotcen jears old on turning over in a 
sleeping berth something happened at the right hip and she was 
unable to walk From this she fully recovered and soon Five 
>ears later she developed «i)clls of being lame in the right leg 
and she also had pain in the right knee She would drag the leg 
when walking for a day or two and then be better In 1906 she 
became so lame that she look baths for rheumatism " 

In 1907 she went lame in May and in July was put to bed 
where «he remained for six months Had extension on the hmb 
from September to Christmas After that she wore a brace dur 
mg the da>timc and had weight and pullej extension at night 
She used crutches for five jears after the brace was removed 
During 1913 she had extension for three months and a plaster 
cast for twenty three weeks Then she considered herself prac 
tically well but has used a cane and the pain has been less 
But she had a fall and the hip berame so bad that she could not 
walk Again had extension She had a temperature and an 
abiicess was feared Again last j ear she had weight extension for 
a while and a plaster cast for nine months up to last "Maj 
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difhculties in the diagnosis of hip DISEASE- 
A CASE OF OSTEOARTHRITIS 

Sii>imar\ Al atient ftUh a hi loryoJiwufWfltaUacksi^pamandWcifijiiUion 
m the right h p for st nl«n JWt tuUfCtilosi* «tco-arthtitit and h> tcna 
to he cons dtred d agncM* "»<•« on the a- ray flod ngs 


Trffi following case «s unu'»ual and uilcrestmg 
An unmarried woman thirl) four )car3 old, with a good 
family histor> I'Tien about twelve )cars old was run over b> a 
light wagon '^Ik soon recovered and remained well for five 
jears Then vvhin seventeen >car« old on turning over in a 
sleeping berth «!omahing happened at the right hjp and she was 
unable to wallv from this she full) rccovcied, and soon Five 
)cars later she developed spells ’ of being hme in the tight leg, 
and she aI«o hid pain m the right Ucc She would drag the leg 
when walking for a day or two and then be better In wqs jJjc 
became so lame that she took baths for rheumatism " 

In 1907 «hc went lame m May and m Jul) was put to bed 
where she rem uned for stx months Had extension on the limb 
from '■epli mber to Chnstmas After that she wore a brace dm 
mg the il i)timt and had wtighl and puHcy extension at night 
She used crutches for five >0115 alter the brace was removed 
During 191 ^ 'ihe had extension for three months and a plaster 
cast for twent) three weeks Then she considered hcrsilf 
ticalh well but has used a cane and the pam has been less 
But she had a fall and the hip became so bad that she could not 
walk Again Ind extension She had a temperature, and an 

absccs..vastcarc<l -Iga.- l»t J Hr sha had a a.ght , 

a w lull- and a plaster cast tor mne rnonihs up to last Afaj 
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Now “the limb is sore all the time,” and there is pam The 
pam does not ivaken her from sleep, and goes an aj \\ hen she rests 
the hmb She has some indigestion, but is not constipated 
Has ne^e^ had tonsillitis Has tooth crowns and one bad tooth 
that “ulcerates ” and aches n hen the hip aches Neierhashad 
anj great amount of leukonrhea Looks well and i* well cos ered 
with fat 



Right leg is 4 inch ®bort calf same izeasleft but upper part 
ofthi'^hu.ll mchc' smaller There is no certain motion (pasjve) 
at the hip-jomt but he flinches at the least attempt at moMog 
the limb although die walks about the room without the cane 
and with no facial evidence of sen&iUi eness or suffering There 
la no deformit) at the hip 

The historv of penodic attacks cohering se\er3l jeafs, the 



DIFPICULTIES IN THE DIAGNOSIS OF HIP DISEASE 22 $ 


pain at the tnee, tlie temperature and "abscess feared,” strongly 
suggest a tuberculous hip But the lack, of atrophy of the calf, 
and particularly the absence of flexion and adduction deformity 
of hip warrant a doubt as to that diagnosis 

The bad (ulcerating) tooth suggests osteo arthntis, but the 
long contmued penodicity of the s)-niptoms and the lack of ad- 
duction deformity gi\e reason for doubt 



Fig 71 —Radiogrim of DonnaJ hip to» companion with Fir 72 


The extreme sensitiv encss to gentle attempts at passi\ e motion 
when on the examining fable taken with the apparent lack of 
sensitiveness when walking around ’Suggest a hjstenc hip par 
ticularlj m an unmarned woman thirtj four jears old But there 
should be no atrophy of the thigh with a hjstcnc hip 

The radiogram (Fig 72) shows J inch erosion into the upper 
border of the acetabulum and at least two-thirds of the caput 
femons dcstro)cd Deposits are seen along the upper border 
of the neck at least rV mch thick and a similar deposit extending 



236 


JOHN aiDLON 


out from the border of the acetabulum, as if the capsule had Leen 
thickened and then caloued (Compare with Pig 73, the nonnJ 
hip ) Doubtless a sunilar deposit is at both the front and back 
of the femoral neck, «mce some depo it shows below the neck 
Radiograma of the teeth <how three that must be remoied and 
man} requmng treatment 

From the z ra} findings we are warranted m the diagnosis oi 
an ostco-arLhntic hip 




